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—does not produce autonomic side reactions 
—does not impair mental efficiency, motor 
control, or normal behavior. 


Usual Dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar- 
coated tablets or as MEPROTABS* —400 mg. 
unmarked, coated tablets. 
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ISRUP TS TF TREATMENT 


ELIXIR ALURATE DISRUPTS TENSION 


Dependable, prompt-acting daytime sedative. 


Broad margin of safety. Virtually no drowsiness. Over a quarter century of successful clinical use. 
Alurate is effective by itself and compatible with a wide range of other drugs. To avoid barbiturate 
identification or abuse, Alurate is available as Elixir Alurate (cherry-red) and Elixir Alurate Verdum 
(emerald-green). 


Adults: 4 to 1 teaspoonful of either Elixir Alurate or Elixir Alurate Verdum, 3 times daily. ALURATE®—brand of aprobarbital. 


ROCHE tasoratorics « Division of Hoffmann-La Roche Inc ¢ Nutley 10, N.J. 
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Po facilitate psychotherapy in the emotionally disturbed child, and to enable 
him to lead a stable life during such therapy, adjunctive treatment with Prozine 
is often advantageous. In reporting on 176 disturbed children who received Prozine, 
Ehrmantraut et al.' found that 85.8 per cent showed moderate to marked improve- 
ment in behavior reactions and adjustment to institutional care. 


ProzinE, designed for the treatment of moderate to severe emotional disturbances, 
helps control psychomotor agitation as well as anxiety and tension. 


1. Ehrmantraut, W., et al.: Scientific Exhibit Presented at the District of Columbia 
Medical Society Meeting, Nov. 24, 1958, Washington, D.C. 
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controlled: an acute behavioral problem 
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meprobamate and promazine hydrochloride, Wyeth 
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brand of thiopropazate dihydrochloride 


1. Ferrand, P. T.: Minnesota Med. 41:853 (Dec.) 1958. 


In chronic schizophrenia! 
the normalizing influence of 
Dartal became evident by 
a return to a quiet and 
normally active behavior, 
reduced aggressiveness and 
tension, lessened anxiety 
and delusions, and better 
subjective feeling in 81.5 
per cent of a series of 
fifty-four patients. 


All in this group had been 
refractory to shock therapy, 
hydrotherapy and ataraxic 
drugs, and seven had 
undergone psychosurgery. 


Dartal was preferred by 

the patients to other 
methods of therapy because 
side actions were infrequent 
(occurring in 4 per cent); 
all side effects were 

readily reversible. 


In another study? the drug 
was found particularly 
useful in patients with 
association defect, 
depersonalization and 
anxiety, while patients with 
mood depression did not 
respond. 


The usual dose is one 
10-mg. tablet, one to three 
times daily; individual 
dosage adjustment is, how- 
ever, especially important. 


2. Edisen, C. B., and Samuels, A. S.: A.M.A. Arch. Neurol. & Psychiat. 80:481 (Oct.) 1958. 
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Articles appearing in this Journal do not necessarily reflect the official attitude of The American 
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Editorial communications, books for review, and exchanges should be addressed to the Editor, 
Dr. Clarence B. Farrar, 216 St. Clair Avenue, West, Toronto 7, Ontario, Canada. 
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how does Mellaril differ from other potent tranquilizers? 


Mellaril 


THIORIDAZINE HC! 
specific, effective tranquilizer 


provides highly effective tranquilization, 
relieves anxiety, tension, nervousness, 


but is virtually free of such toxic effects as 
jaundice 


Parkinsonism 
blood dyscrasia 


dermatitis 
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greater specificity of tranquilizing 
action results in fewer side effects 


Virtual freedom of Mellaril 
from major toxic effects is 
due to greater specificity 
of tranquilizing action 
—divorced from such 
“diffuse” effects as anti- 
emetic action. 


“Thioridazine [Mellaril] is as effective as the 
best available phenothiazine, but with 
appreciably less toxic effects than those 
demonstrated with other phenothiazines.... 
This drug appears to represent a major 
addition to the safe and effective treatment 
of a wide range of psychological disturb- 
ances seen daily in the clinics or by the 
general practitioner.’”* 


Supply: MELLARIL Tablets, 10 mg., 25 mg., 100 mg. SANDOZ 


*Ostfeld, A. M.: Scientific Exhibit, American Academy of General Practice, San Francisco, April 6-9, 1959. 
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SQUIBB ANNOUNCES 


once a day 
dosage for 
the psychiatric 
patient 


Prolixin 


Squibb Fluphenazine Dihydrochloride 


Prolixin is a new, exceptionally effective behavior modifier with sustained and prolonged 
action for your psychiatric patients. Its extended action, permitting a single daily dose, 
has been thoroughly demonstrated in clinical trials.?2 

Prolixin is particularly useful in the management of acute and chronic psychotic states 
characterized by agitation, excitement, explosive behavior and turbulence — in such 
conditions as schizophrenia, mania, psychoses due to organic brain disease, and senile 
psychoses. 

Providing lowered toxicity and maximum economy, Prolixin not only elicits a greater 
therapeutic response but also affords improvement in many patients previously refrac- 
tory to other phenothiazines. This is true whether the mental disorder is of short or long 
duration. 

The usual extrapyramidal symptoms encountered with other potent phenothiazine deriv- 
atives have been reported.!-3 Less common effects have been hypotension,* drowsi- 
ness,> agitation,” restlessness,4 and anorexia.© Side effects have disappeared with 
reduced dosage or temporary discontinuance of the ‘prov is squies 


Dosage: Optimum dosage levels vary from patient to patient and must be de- 
termined individually. Most patients may be maintained on 1 mg.— 5 mg. daily, < > SQUIBB 
Supply: 1.0 mg., 2.5 mg., and 5 mg. tablets. References: 1. Taylor, I.J.: Clin. Res. Squibb lit 

otes 2:1 (Aug.) 1959. 2. Morrow, L.L.: Clin. Res. Notes 2:8 (Aug.) 1959. 3. quibb Quality— 
Darling, H.F.: Dis. Nerv. System 20:167 (April) 1959. 4. Niswander, G.D., and H=i) the Priceless 
Karacan, |.: Dis. Nerv. System (In Press). 5. Freed, J.E.: Clin. Res. Notes 2:12 , 
(Aug.) 1959. 6. Weiss, I.I.: Clin. Res. Notes 2:12 (Aug.) 1959. 7. Stevenson, L-E.: Ingredient 
Clin. Res. Notes 2:10 (Aug.) 1959. 
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SAFER ELECTROSHOCK THERAPY 
ultra-short-acting 
skeletal muscle 


Succinylcholine Chloride 


k procedure © 
3 minutes averag 


Comments from the literature: 
«,..method of choice.” 


re| axation Havens, L. L.: Dis. Nerv. System 19:1 (Jan.) 1958. 


*,.. recommend its use.” 


Impastato, D. J., and Gabriel, A. R.: Am. J. Psychiat. 


fa pid 114:698 (Feb.) 1958. 


“,.. treatment of choice.” 


recove ry Michael, K. D., and Wunderman, D. C.: J. Nerv. & Ment. 


Dis. 126:535 (June) 1958. 


“,.. irrespective of age.” 
Robie, T. R.: J. M. Soc. New Jersey 52:82 (Feb.) 1955. 


Complete literature available upon request. 


‘Anectine’™® brand Succinyleholine Chloride 
Injection: 20 mg. in each cc., multi-dose vials of 10 ce. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
XI 
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for proved antidepressant effect— 
both rapid and prolonged 


DEXAMYL® SPANSULE® 


brand of dextro amphetamine 
and amobarbital 


brand of sustained release capsules 


‘Dexamyl’ has been used successfully for 
more than a decade, and in sustained 
release form for almost six years. Just 
one ‘Dexamyl’ Spansule capsule, taken 
in the morning, provides daylong thera- 
peutic effect. And mood elevation is usu- 
ally apparent within 30 to 60 minutes. 


‘Dexamyl’ is of significant value in 


depressed and verbally inhibited pa- 
tients. Drayton! states, only does 
[‘Dexamyl’] exert a direct mood effect, 
so that the shadow of depression is lifted, 
but it also results in making the patient 
more approachable and communicative.” 


1. Drayton, W., Jr.: Pennsylvania M. J. 54:949. 
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An emotionally balanced 
patient. Thanks to your 
treatment and the help 
of Deprol, her depres- 
sion is relieved and her 
anxiety and tension 
calmed. She eats well, 
sleeps well, and can 
return to her normal 
activities. 


Lifts depression...as it calms anxiety! 


Deprol helps balance the mood by lifting 
depression as it calms related anxiety 


No “seesaw” effects as often found 
with other drugs 


While many central nervous stimulants may 
inhibit depression — they may often aggravate 


anxiety and tension. And although some central 
nervous depressants may counteract excessive ~ + 
stimulation —they may often deepen depression. Dep rol 
CALMS 
In contrast to such “seesaw” effects, Deprol lifts ANXIETY 


depression as it calms anxiety—both at the same 
time. 


Deprol does not produce hypotension, liver dam- 
age, psychotic reactions or changes in sexual 


function. 3 
e p r Many CNS stim- Many CNS de- 
ulants may in- pressants may 
Dosage: Usual starting dose is 1 tablet q.i.d. When hibit depression, control over- 
necessary, this may be gradually increased up to but may often stimulation, but 
3 tablets q.i.d. aggravate anxi- may deepen 
Composition: 1 mg. 2-diethylaminoethy] benzilate ety and tension. depression. 
hydrochloride (benactyzine HCl) and 400 mg. 
meprobamate. 


Supplied: Bottles of 50 light-pink, scored tablets. 
Write for literature and samples. 


(ify WALLACE LABORATORIES /New Brunswick, N. J. 


i ‘ 
by 
q 
- ied 
fe 
: 


Calm, 
| yet 


responsive 


QUALITY / RESEARCH 


Amytal® provides uniform daytime sedation 


Clinically, Amytal has been shown to be valuable in the treat- 
ment of psychoneurosis. In a comparative study of fifty-one 
psychoneurotic outpatients with tension, Amytal was superior 
to all other agents tested.! 

The duration of effect of Amytal is about eight to eleven 
hours, an action span particularly valuable for daytime seda- 
tion. It also offers the additional advantages of greater safety, 
since it is metabolized and does not depend on the kidneys for 
elimination. Therefore, renal damage does not constitute a 
contraindication. 

The usual dosage is 1/4 grain four times a day. 

Available in tablets of 14, 1/2, 3/4, and 1 1/2 grains, and 
in elixirs containing 2 grains and 4 grains per ounce. 


Amytal” (amobarbital, Lilly) 
1. Brit. M. J., 2:63, 1957. 


EL! LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 
020005 
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EUROPEAN PSYCHIATRY : 


In view of increasing interest in world 
medicine it seems appropriate to publish 
the following notes concerning medicine 
and psychiatry in 6 European countries. 
They are summaries of information, secured 
on a recent world tour in which I repre- 
sented the American Psychiatric Associa- 
tion. 

Statistics included were furnished by 
leaders in the various countries. Comments 
and opinions expressed are theirs or the 
author's, and do not reflect official attitudes 
of the Association. Certain findings relating 
to Asia and the Middle East have already 
been published(1, 2, 3). 


ENGLAND 
PSYCHIATRY IN MEDICAL TEACHING 


Most psychiatrists seem to agree that 
psychiatric teaching needs to be strength- 
ened in the medical curricula. This objec- 
tive presents many problems. These in- 
clude: (a) the difficulty of modifying 
established tradition, (b) the relative indif- 
ference of other physicians, (c) bureau- 
cratic unwieldiness inherent in the National 
Health Service, and (d) difficulties in se- 
curing funds. 

The General Medical Council presently 
requires in the standard medical school 
curriculum a minimum of only 8 lectures on 
normal psychology, and a mental hospital 
course of two months. There is no formal 
requirement with the hospital course for 
systematic lectures or for examinations to 
be taken. The average undergraduate teach- 
ing in psychiatry takes place in 3 months 
of the last year, with attendance required 
at regular lectures two to three times per 
week. A total of approximately 12 hours is 
spent in visiting mental hospitals. The 
amount of time and interest given to psy- 
chiatry is slowly growing but could stand 
substantial increases in many schools. There 
are 30 physicians from the United Kingdom 


1 6800 Hillcrest Place, Chevy Chase 15, Md. 


ENGLAND, DENMARK, ITALY, GREECE, SPAIN, AND TURKEY 


HENRY P. LAUGHLIN, M.D.! 


enrolled in American psychiatric residency 
training programs. 

The medical school teaching of psychia- 
try has been improving. Six medical schools 
—Leeds, Sheffield, St. Andrews, Durham 
and Glasgow—have added chairs of psy- 
chiatry since World War II. Edinburgh 
has the oldest chair (60 years). There 
are also full chairs at London (Maudsley), 
Manchester and Aberdeen, but not as yet 
at Oxford, Birmingham, Bristol, Liverpool, 
Cambridge or the University of Wales. 
There is, however, a Department of Psy- 
chological Medicine in each medical school. 

The future development of psychiatry 
in England has certain problems which 
are closely tied to its relative level of pres- 
tige among the medical specialties, and to 
its status in medical education. More psy- 
chiatry should be taught, but medical cur- 
ricula are firmly established, and changes 
are difficult to secure. Evolution and devel- 
opment of medical teaching in England 
tend to be slow and deliberate. Tradition 
carries great weight and physicians gen- 
erally have little interest in psychiatry. One 
may hear this kind of attitude expressed, 
“My schooling was fine ; it serves me well 
enough, why change it ?” Or, “What need 
have the new doctors for more psychiatry ?” 

Money has been hard to get to establish 
new chairs of psychiatry. The relatively 
low level of prestige of our specialty in 
medicine generally, helps maintain a kind 
of vicious cycle. Thus, in medical school, 
too few students become really very famil- 
iar with psychiatry ; as a consequence fewer 
choose it as their specialty. 

This means fewer physicians in later life 
who understand psychiatry or are sympa- 
thetic to its problems. All of this becomes 
of even more moment when today’s grad- 
uates are later serving in important admin- 
istrative positions or secure appointments 
as deans of medical schools. Also fewer 
psychiatrists means a smaller and less po- 
tent psychiatric group to press for con- 


769 


4 
Aman 
Py, 
shane 
: 


770 


EUROPEAN PSYCHIATRY 


{ March 


structive changes. We are by no means 
entirely unfamiliar with these problems in 
North America. 

Some psychiatrists blame the unwieldi- 
ness of the National Health System for re- 
stricting change and development. Inevita- 
bly an interest in politics may become 
necessary even for physicians with little 
such interest. Thus one prominent psychi- 
atrist, deeply concerned with the need 
for more medical teaching in our specialty, 
discussed with me hopefully an M.P. who 
has an active interest in psychiatry—his 
hope being that the M.P. might be willing 
to bring his influence somehow to bear to 
secure some increased teaching time for 
psychiatry in the medical schools. 


NATIONAL HEALTH SERVICE 


I soon found that discussion of any as- 
pect of medical practice is not likely to 
proceed far before the very considerable 
impact of Great Britain’s National Health 
Service becomes most evident. This is cer- 
tainly true in psychiatry. The overall effects 
on our specialty have been quite mixed in 
the 11 years since this program began 
operating in 1948. These are neither all 
good, nor all bad. 

Dr. A. B. Monro, the Superintendent of 
Long Grove Hospital, Epsom, Surrey, a 
distinguished recent guest in the U. S. A., 
and the Hon. Secretary of the Royal British 
Medico-Psychological Association, with oth- 
ers helped to outline some of the important 
consequent trends in British psychiatry. 

First, there is less isolation of the mental 
hospitals and their staffs from their com- 
munities. Staff members are busier acting 
as consultants, working in outpatient clinics, 
and in visiting patients in their homes and 
in general hospitals. There are increasing 
efforts on the part of staff and community 
to make psychiatry and the mental hospital 
more of a community activity and respon- 
sibility. Secondly, the taking of the mental 
hospitals out of local control has effected 
great improvements in some instances. 

Thirdly, there are the equalizing effects 
of N. H. S. care. The available facilities 
in psychiatry are now more standardized. 
Further, pay scales and consultant status in 
the provincial hospitals are now comparable 
to those in the metropolitan centers. Indi- 


vidual competition among specialists ap- 
pears somewhat lessened. Finally, there is 
gradually more teaching of psychiatry in 
the medical schools, although, as already 
noted, improvement proceeds slowly and 
schools vary a good deal in their approach 
and in the calibre of psychiatric instruction. 

On the other hand, there is much less 
private practice. High income tax rates dis- 
courage practice after official hours and few 
psychiatrists can stay outside of N. H. S. A 
standard level of pay is given for hospital 
and teaching work, previously largely un- 
paid or only by honorarium. However, this 
also lessens the interest in private practice. 

From the standpoint of the administra- 
tors and the hospital superintendents this 
all has its advantages. According to their 
view, N. H. S. “has stopped the drain of 
psychiatrists away from hospitals into pri- 
vate practice.” They have more adequate 
staffs both numerically and selectively. 

Finally, in view of the tax situation, it 
is very difficult for a psychiatrist to top an 
annual income of three or four thousand 
pounds ($8,400-$11,200) from private prac- 
tice, or any other source. His full time con- 
sultant’s pay through N. H. S. can reach 
this without supplemental income from pri- 
vate work. 

Some patients have doubts about medical 
opinions for which they do not personally 
pay. This appears more common on the 
provincial level than in metropolitan Lon- 
don, for instance. It does not seem to be 
a major problem in N. H. S. operations. 

Some 600 psychiatrists have consultant 
status with N. H. §. While such services can 
be on a full or part time basis, the major- 
ity are full time and salaried. In summary, 
it seems that the greatest benefits have ac- 
crued to the mental hospitals. Individual 
initiative, the availability of private care, 
private practice and psychotherapy have 
suffered. 


ADVANCE NATIONAL PLANNING INDICATED 


Several of our British colleagues urged 
that I convey a friendly but serious warning 
to American physicians. Should a National 
Health Service ever impend in North Amer- 
ica, physicians and psychiatrists should ac- 
tively undertake advance planning on a 
responsible and national level immediately. 
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By this means two of the greatest diffi- 
culties might be somewhat mitigated : 1. 
The inevitable initial disorganization, and 2. 
The great difficulty and red tape which they 
have found upon attempting to secure any 
changes or modification of rules and regula- 
tions once established, no matter how early 
afterwards these might be sought, or by 
whom. 

A detailed plan of operation offered by 
a national group of specialists is likely to 
be most welcome initially if at all equitable. 
Later, the most careful recommendations 
may carry little weight. Should we fail to 
act thus collectively, constructively, and in 
advance, then we “jolly well deserve what 
will most certainly transpire !” 


THE R.M.P.A. 


Most psychiatrists in Great Britain belong 
to the Royal Medico-Psychological Associa- 
tion. Its members number some 1500 spe- 
cialists, 75% of an estimated 2000 psychi- 
atrists. The papers presented at the meet- 
ings were intriguing as to the subjects 
selected and the resulting indications for 
current British psychiatry. 

It was possible to exchange information 
with noted colleagues from other countries 
at these meetings, including Dr. Tsung-yi 
Lin, Chairman of the N. & P. Department at 
National Taiwan University Hospital(1), 
Dr. Bor F. Nilsson of Stockholm and Dr. 
Harry Stokhom of Risskov, Denmark. 


DENMARK 


Denmark, largely agricultural, has about 
4% million people (nearly one-fourth in 
Copenhagen). Medicine and psychiatry in 
Denmark as in England are profoundly 
influenced by a National Health Service. 
Some 77% of the people are covered. The 
Danish N. H. S. has both advantages and 
disadvantages, as do many aspects of this 
semi-welfare state. 

On one side, there is little real poverty 
in Denmark. Living conditions are good, 
with ample food for all. Education is gen- 
erally available: anyone can attend the 
university if he has the ability, and the 
family will pay some slight costs. The lower 
schools are good, as are hospitals, and 
general medical care is available to anyone 
at modest cost. 


Details of the Danish Health Service are 
less well known then those of the N. H. S. 
in England. A patient who needs psychi- 
atric care consults his psychiatrist by refer- 
ral from his general physician. Under 
Health Service he pays a single annual fee 
of 60 crowns ($8.57). This covers one year’s 
care regardless of the time or services in- 
volved, and is intended to pay for every- 
thing needed from a single consultation to 
extended therapy. The unfortunate result 
is that N. H. S. patients are very likely to 
be seen only once, and then promptly 
returned to their Health Service general 
physician for followup and further care. 
The psychiatrist is simply unable to provide 
anything like definitive care to outpatients 
on this basis. The patient pays little for 
his psychiatric care, but he is also likely to 
receive very little. 

Hospitalization for psychiatric patients 
works out considerably better when it is 
required. Three crowns (43¢) daily pays 
for everything—hospital costs, room, medi- 
cine, physicians’ and surgical fees. A pri- 
vate room raises this cost to 15 crowns 
($2.13) daily. 

Under the Service plan a general physi- 
cian is chosen yearly by the family. The 
doctor is paid 14 crowns ($2.00) yearly for 
each adult ; there is no charge for children. 
The physician can refuse a patient and 
patients can change their doctors yearly, or 
in between. Twenty-three percent of Danes 
cannot enroll at present because of income 
level restrictions; a top ceiling of about 
14,000 crowns is set. Proposed legislation 
could soon make the service available to 
all. 

Critics of this system point out: 1. Its 
high cost nationally, 2. Its impact upon 
individual initiative, 3. Its hampering effect 
upon private practice, 4. Its restrictions up- 
on making the best level of care more wide- 
ly available (particularly in psychothera- 
py), and 5. The growth and influence of 
bureaucracy. The impact of high income 
taxes in Denmark restricts interest in pri- 
vate practice as we observed in Great Bri- 
tain—possibly more. A leading Danish psy- 
chiatrist discussed with me his annual in- 
come of 35,000 crowns ($5,000) as a half- 
time Department Head. He earns an addi- 
tional 35,000 crowns from his private prac- 
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tice. From this combined income he pays 
back 35,000 crowns annually in income 
taxes. 

Because of certain advantages (such as 
the availability of Health Service) it is 
claimed that some Danes prefer to keep 
their income below 15,000 crowns. Above 
this figure also, the tax rate rises quite 
rapidly in progressive fashion. Initiative 
suffers. As a consequence an opportunity 
for new work, a better job, or extra busi- 
ness sometimes may be turned down flatly, 
with the comment, “I can’t afford it” (to 
earn the extra income!). According to one 
psychiatrist, as wealth and spending power 
lose some of their relative importance to 
people, prestige of position has become 
more important in Denmark. 

Of the approximately 150 Danish psy- 
chiatrists, some 125 are members of the 
Danish Psychiatric Association (President 
1957-59, Professor (of Psychiatry) Villars 
Lunn of the Copenhagen University Facul- 
ty of Medicine). There are two medical 
schools. Professor Erich Stromgren is de- 
partment head at the Faculty of Medicine 
of Aarhus University (Dr. Stokholm, men- 
tioned earlier, is also a faculty member 
here). 

At Copenhagen the 7-year program in- 
cludes pre-medical education, and upon 
completion an M.D. degree is awarded, 
after which one year of internship is re- 
quired. I visited the excellent University 
Clinic with Dr. Lass M. Sonne and ob- 
served various types of patients. Interesting 
experiments were in progress on the effects 
of employing different color combinations 
for patients’ wards. Here there are 120 adult 
beds and a staff of 19 doctors, with 5 of 
them qualified as psychiatrists. 

In the Copenhagen area are 3 other major 
psychiatric departments as integral parts 
of general hospitals: 1. Bispebjerg with 
200 beds and 20 for child psychiatry ( Head, 
Dr. Carl Clemmesen, with a staff of 9), and 
2. Frederiksberg with 140 beds. Saint Hans 
Hospital in Roskilde, 30 km. distant is the 
third. It has 2000 beds and takes cases 
from Copenhagen for continued treatment. 

Other state hospitals with approximate 
beds are at Bronderslav (400), Viborg (700- 
800), Aarhus University Clinic (700-800), 
Middelfart (500-600), Augustenborg (700- 


800), Vester Vedsted (200-300), Oringe 
(600-700), and Nykobing Sjaelland (1000). 
Another (private) facility, Filadelfia, has 
approximately 470 beds for epilepsy and 
265 for psychiatry. 

Dr. Einar Geert-Jorgensen, Head of the 
psychiatric department at Frederiksberg 
Municipal Hospital took me through his 
well organized department. With 140 beds, 
20 of which are for senile patients and a 
staff of 7, nearly 2,000 patients are treated 
yearly, only 165 of whom are transferred to 
other hospitals for continued treatment. The 
facilities were uncrowded, clean and well 
equipped. Nurses and attendants impressed 
me as most courteous, friendly, and effi- 
cient. The department seemed to gain sub- 
stantially from its integration as a major 
division in a general hospital. Shock was 
used liberally ; in 1956 1,934 ECTs were 
given. 


ITALY 


Postwar Italy is a nation of 48 million 
people of whom about 4% live in the capital 
city of Rome. Neurology and psychiatry 
are closely tied together in Italian medical 
teaching, in clinics and in the private prac- 
tice of medicine generally. Much of the 
current work in NP is organically and bi- 
ologically oriented. Italian medicine histor- 
ically has had its closest connections with 
German medicine. This is reflected in the 
language abilities of Italian physicians, with 
English running considerably behind both 
German and French. However, there are 
now an increasing number of Italian phy- 
sicians in U, S. training programs in psychi- 
atry. This trend is likely to gradually influ- 
ence Italian medicine to some extent. Two 
specialists commented however, that Ital- 
ian psychiatry today is most nearly com- 
parable with the German psychiatry of 
around 50 years ago. 

Medical interest generally in the exist- 
ence of possible psychologic bases for the 
illnesses that we regard as emotional in 
origin or psychogenic is rather slight. With 
some noteworthy exceptions, there is like- 
wise little interest in psychodynamics. 

There are 1,000 to 1,200 psychiatrists in 
Italy, with varying qualifications. Some 300 
are members of the Italian Society of Psy- 
chiatry whose recent president was Profes- 
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sor Ugo Cerietti. The Italian Mental Hy- 
giene Society was organized in 1924 and 
currently has 400 members. Its president, 
Dr. Carlo De Sanctis, discussed with me the 
three major developments in Italian psy- 
chiatry which he believed noteworthy since 
the survey, of which he was co-author 
(with Dr. Paul Lemkau) was published in 
the APA Journal in 1950(4). These were : 1. 
More work in child guidance, 2. An in- 
crease in outpatient facilities, and 3. A 
growth in mental health interest. In 1958 
the first post-graduate course in child psy- 
chiatry was started—a 4-year program spon- 
sored jointly by the Departments of Psychi- 
atry and Pediatrics at the U.D.S. Medical 
School in Rome. 

Dr. Mario Gozzano, professor of psychi- 
atry at the Universita Degli Studi in Rome 
took us through his large university clinic. 
Here there are 180 teaching beds, to which 
new building has just added space for 70 
patients. The medical students have their 
clinical training in psychiatry here. In their 
last year they receive instruction in psychi- 
atry. The children’s department under pro- 
fessor Giovanni Bolleo consists of 30 in- 
patients, an outpatient child guidance clinic 
in which 10 to 12 patients are seen daily, 
and a 30-patient daily “school” for cerebral 
palsy patients. 

In a tour of the famous Provincial Psy- 
chiatric Hospital of Santa Maria Della Pieta 
outside Rome I saw in the library the most 
complete collection of psychiatric periodi- 
cals seen at any point of two world tours. 
This hospital with its 2,500 patients is not 
the largest in Italy, but it is certainly one 
of the best. Their patient discharge rate is 
70%—most of them in the first 3 months. 
Also at this hospital is a useful statistical 
division which regularly undertakes the 
compilation and publication of national 
data on psychiatric hospitals and patients. 

Another hospital for Rome accommodates 
some 700 chronic patients at Ceccano, 100 
km. distant. Other large provincial hospitals 
are at Palermo (approximately 3,000 pa- 
tients) and at Genoa (2 hospitals with ap- 
proximately 3,200 patients). 

The administrative management of psy- 
chiatric patients in Italy is on a provincial 
basis and accordingly each province has its 
psychiatric facilities. Details about these 


have been published in Italy and elsewhere, 
and are available to those interested. Evi- 
dences of professional progress in Italy are 
present but scattered. There is much room 
for growth and improvement, and increased 
support from all quarters—official, medical, 
and the public is greatly needed. 


GREECE 


Greece is an interesting and hospitable 
country of some 7% million people, with 
20% in the Athens-Piraeus area. Effects up- 
on the country of the many years of war 
just past are inevitable. There are few 
Hellenes who do not carry poignant mem- 
ories of World War Il, the Nazi occupa- 
tion and especially the desperate civil war 
that was only recently concluded. 

Medicine in Greece has many ties to 
other European countries but particularly 
to France. While only a few physicians have 
an excellent command of English and some 
of German, far more can speak French 
fluently. An interpreter was accordingly 
necessary (for most of the audience ) during 
a lecture which I gave at a medical meeting 
in Athens. Indicative of the joint action 
possible among medical groups in Greece, 
this meeting was co-sponsored by: 1. The 
Medical Society of Athens (3000 members ), 
2. The Neuropsychiatric Society of Athens 
(founded 1936, 100 members—President, 
Professor (of Psychiatry) J. S. Patrikios), 
and 3. The Pan Hellenic Union of Mental 
Hygiene (founded 1956, 85 members—Pres- 
ident, Professor Alivisatos ). 

There are two medical schools in this 
friendly nation, each with a 6-year program. 
At the University of Salonika the student 
enrollment runs from about 200 students 
in the first year to some 100 graduates in 
the sixth year. At the Faculté de Medicine 
in Athens, Dean Themistocles Sklavounos 
told me that his enrollment varies from 
400 students in the first year to 250 in the 
sixth. Of his entering freshman, half are 
from Greece proper while the balance are 
Hellenes from overseas who are admitted 
without examination. The B.M. degree is 
given after the clinical year ; while an M.D. 
can be granted only later after an accept- 
able thesis and special examinations. 

Of approximately 100 psychiatrists in 
Greece today, three-quarters are in greater 


| 
~ 


774 


EUROPEAN PSYCHIATRY 


[ March 


Athens, 10 in Salonika and 15 elsewhere. 
Most of them have trained in Greece. Those 
trained abroad have mostly been in France 
and Germany. This trend has been slowly 
changing and there are now 20 Hellenic 
physicians training in psychiatry in the 
U. S.(5). 

Very few doctors do psychotherapy, fees 
for which generally run between $4.00 and 
$6.00 (U. S. equivalent) per consultation. 
Standards for medical fees and _ salaries 
generally are not high according to those 
of the American continent. The half-time 
daily pay for the Professor and Director 
of the University Department of Psychiatry 
for example was the equivalent of $5.00. 

Much of our psychiatric terminology has 
its origin in early Greek, and it was quite 
natural that I found some Hellenic psy- 
chiatrists sharing my own interests in psy- 
chiatric philology. A most recent example 
is that of ataraxy, defined as, “a state in 
which there is an absence of anxiety”(6). 
This term is derived from the Greek word 
ataraxia literally meaning “non-agitation.” 
At times errors have occurred in the trans- 
position and evolution of our terms. Dr. 
Demetrios Kouretas, the sole psychoanalyst 
in his country, pointed out that scopophilic 
is the correct form, not scoptophilic. He 
advocates a concept of the preego in place 
of the id. 

The common problems of low budgets, 
need for more trained staff and increased 
beds are present. U. S. trained Dr. George 
Lyketsos, a Fellow of the APA and Director 
of Dromokaition Mental Hospital estimated 
that there are some 20,000 mental patients, 
of whom those actually hospitalized are 
crowded into half the required space. The 
budget for public supported patients runs 


the equivalent of 70¢ per day ; at the uni- 
versity clinic the rate is $3.00 a day. Psy- 
chiatric staff members, except for residents, 
are part-time. In view of the fiscal and other 
handicaps, the achievements at Dromokai- 
tion Hospital are a special credit to its 
administration. I saw active O.T. programs, 
patients constructively occupied and sub- 
ject to very few restrictions, and a generally 
therapeutic atmosphere. 


SPAIN 


Spain is less densely populated than other 
European countries, with some 26 million 
people, 7% of whom live in Madrid. While 
tourism is increasing rapidly, Spain is still 
less on the beaten track than most other 
European countries. Many living costs there 
are quite low. 

Relatively few Spaniards, lay or profes- 
sional, understand English. For Spanish 
physicians the number 2 language is 
French, and number 3 is German. Both 
Portuguese and Italian are understood wide- 
ly and according to Dr. José Germain, Edi- 
tor of a leading Spanish language psycho- 
logical journal, either may be used for 
medical conferences. A trend toward great- 
er understanding and use of English has 
developed only since World War II. The 
influence of German psychiatry is as great 
as in Italy, considerably greater than that 
of French or English psychiatry, but a little 
less so now than before the war. There are 
now almost 20 Spanish physicians in psy- 
chiatric training in America. 

The Spanish Association of Neuropsychi- 
atry numbers approximately 350 members 
and includes 90% or more of all Spanish psy- 
chiatrists. As we found in Greece, but some- 
what less extensively, many psychiatrists 


TABLE 1 
MENTAL HospPITALs IN GREECE 


Hospital 
. Aegimition, Un. of Athens 
. State Mental Hospital, Daphni (Athens) 


. State Mental Hospital, Un. of Salonika 
. State Mental Hospital, Corfu 


1 
2 
3. Dromokaition Mental Hospital, Chaidari (Athens) 
4 
5 


Patient Census Psy. Staff Residents 
190 N. P. 5 2 
2500 (1700 beds) 15 15 
900 8 4 
300 3 4 
500 2 4 


In addition there are state mental hospitals at Chania on the island of Crete, and at Cephanlon- 
ia, each with a few patients, poor facilities and perhaps one psychiatrist. 
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hold part-time official positions or appoint- 
ments at various clinics or institutions. We 
visited Dr. Juan José Ibor at his busy and 
attractive private offices. Dr. Ibor, who 
also directs the female side of the psychi- 
atric clinic at the University of Madrid 
Hospital, is quite familiar with recent work 
in American psychiatry. There is a fair 
amount of private practice and of psycho- 
therapy done in Madrid. 

There are 10 major universities in Spain, 
each with a Faculty of Medicine. Each 
currently has a Professor of Psychiatry or is 
scheduled to have one at an early date. 
Since 1946, all students in medicine must 
have some psychiatry. Usually this is a 
lecture course with a view of clinical work, 
lasting 2 to 3 hours a week. No psychiatry 
is taught in the lower years, and students 
have the opportunity to receive instruction 
in psychiatry in their senior year. Dean 
Jesus Garcia Orcoyan of the Universidad de 
Madrid, Facultad de .Medicina, whose 
school is by far the largest of the 10 facul- 
ties, told us that there are currently 1,142 
first year medical students in the 1% facul- 
ies ; of whom 37% are in his school. 

It would appear that hospital facilities 
for the mentally ill are insufficient accord- 
ing to our standards. The University of 
Madrid maintains an outpatient clinic and 
provides brief hospitalization for a limited 
number of selected cases, as do a few other 
general hospitals. Two privately sponsored 
mental hospitals at Cienpozuolos are run 
by religious groups and accommodate over 


1000 male and 1000 female patients respec- 
tively. Two government hospitals are wor- 
thy of note: one near Madrid has 400 to 
500 patients, one at Saragossa has had a 
program of O. T., reported to be continu- 
ously operative since the 15th century. 


TURKEY 


The founding of the Turkish Neuropsy- 
chiatric Society in 1916 marked the be- 
ginning of modern Turkish psychiatry. My 
friendly and generous host, Dr. Ihsan Sukru 
Aksel, Head of the psychiatric department 
at the University of Istanbul and President 
of the Society in 1957, reported that there 
are now some 200 full members. In 1923 
a national Board of Psychiatry was estab- 
lished. It is now considered obligatory for 
a psychiatrist to pass the Board examina- 
tions after 3 years of graduate training, one 
of which must be in neurology. Some 350 
physicians have secured Board certification. 

Much of medicine together with most 
of the psychiatric work in this nation of 24,- 
000,000 people is concentrated in and 
around the 3 major cities ; Istanbul (pop- 
ulation 1,500,000), Izmir (600,000), and 
Ankara, the capital (500,000). Of note is 
the fact that from 1949 to 1958 the Gover- 
nor-Mayor of Istanbul was Dr. Fahreddin 
Derim Gékay, a neuropsychiatrist also well 
known in America. A former professor at 
the University of Istanbul, Dr. Gékay is 
currently his nation’s ambassador at Gene- 
va. 
In the above hospitals 1,200 new inpa- 


TABLE 2 
Psycuriatric HospiTat FACILITIES IN TURKEY® 


Hospital Location 

. TIB Fakultesi Istanbul 

. Medical School Ankara 

. Bikirkéy Istanbul (8 mi. west) 
. Manisa Near Izmir 

Elazig Eastern Anatolia 

. Armenian Hospital Istanbul 


. Sisli Fransiz Istanbul 
Hastahanesi 


Duman Klinigi Istanbul 
9. Greek Hospital Istanbul 


Auspices Patient Census Staff Physicians 
University of Istanbul 100 

University of Ankara 

State 

State 

State 

Beneficial 

Private 


Private 
Beneficial 50 


* Compilation made with the generous help of Professor I. $. Aksel and U. S. trained Dr. Kemal Elbirlik. 


(See also Reference 7.) 
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tients and 6,000 outpatients receive treat- 
ment each year. In 1957 a child guidance 
clinic was established in the University of 
Istanbul department of neuropsychiatry. 
Some intriguing research work was under- 
way with mice, on the study of hereditary 
factors in tumors. 

The medical profession in Turkey has 
had fairly close ties with Europe ; especially 
with medicine in Germany and Austria. 
Many physicians have a good command of 
German, some of French and a few of Eng- 
lish. In psychiatry, there is an active and 
growing interest in post-graduate training 
in America constantly handicapped how- 
ever by such problems as those of unfavor- 
able monetary exchange rates and currency 
export restrictions. Nonetheless there are 
over 30 Turkish graduates currently in 


graduate training pragrams in psychiatry in 
the U. S. A.(5). 


BIBLIOGRAPHY 

1. Laughlin, H. P.: Am. J. Psychiat., 115: 
193, Sept. 1958. 

2. Laughlin, Henry P.: A Psychiatrist Re- 
ports On . . . India: Land of Medical Chal- 
lenge. Montgomery County Medical Bulletin, 
3: 2, Feb. 1959. 

3. Laughlin, Henry P.: The Neuroses in 
Clinical Practice. Phila. and London: W. B. 
Saunders Co., 567, 1956. 

4. Lemkau, Paul V., and De Sanctis, Carlo : 
Am. J. Psychiat., 107 : 401, Dec. 1950. 

5. Training in U. S. Psychiatric Training 
Centers, August 1956; Fact Sheet No. 3, 
Aug. 1957. 

6. Laughlin, H. P.: op. cit., 698. 

7. Sivadon, Paul: Report on a Mission to 
Turkey. World Federation for Mental Health 
(Report, Mimeo. pp. 21 and pp. 23), 1956. 


BS 

|| EUROPEAN PSYCHIATRY 
f 
Bice. 


THE NEW MENTAL HEALTH ACT IN ENGLAND AND WALES 
W. S. MACLAY?! 


The new Mental Health Act is the first 
fundamental revision of the English mental 
health laws since 1845 when the two Bills 
introduced by Lord Shaftesbury created 
the system on which all later additions have 
been based. It was introduced in the House 
of Commons on December 17, 1958 and 
received the Royal Assent in July, 1959. 
The final appointed day for its implementa- 
tion will presumably be some time in 1960, 
but in the meantime much can be done 
stage by stage. 

The Act follows closely the recommenda- 
tions of the Royal Commission on the Law 
Relating to Mental Illness and Mental De- 
ficiency which reported in 1957. The Report 
itself followed in spirit the trends in psychi- 
atry which have been becoming evident 
in Britain over recent years and many of 
its recommendations can be and are being 
put into effect at the present time. The New 
Act will enable those recommendations 
which require fresh legislation to be im- 
plemented as well. It is seldom that a new 
Act follows so closely on a report by a Roy- 
al Commission. 

The Act clears away a mass of confusing 
legislation including the Lunacy and Men- 
tal Treatment Acts, 1890-1930 and the Men- 
tal Deficiency Acts, 1913-1938. In all it re- 
peals 15 Acts in their entirety and 37 Acts 
in part. It is no wonder that it is lengthy, 
containing 9 parts, 154 sections and 8 
schedules. 


LOCAL AUTHORITY SERVICES 


The National Health Service has 3 main 
divisions : 1. The Hospital and Specialist 
Services, 2. The Local Authority Services 
in the Community, and 3. The General 
Practitioner Services. 

The Royal Commission recommended a 
general reorientation in the care of mental 
patients away from care in hospitals to- 
wards care in the community. They men- 
tioned in particular the need for: 1. Resi- 
dential hostels or homes for subnormal pa- 

1 Medical Senior Commissioner of the Board of 


Control, Ministry of Health Bldg., Savile Row, Lon- 
don, W. 1, Eng. 


tients who either need not go into hospital 
or who could leave it if they had somewhere 
to live with some degree of supervision ; 2. 
Industrial and occupational centres for 
those who are not and may never be capa- 
ble of normal employment; 3. Training 
centres for all children excluded from 
school who can benefit from training; 4. 
Homes for old people suffering from mental 
infirmity ; 5. More social work and after- 
care for patients discharged from hospital. 
The Commission recommended that the 
provision of these services should be a 
duty on local health authorities. Clearly all 
this meant a great extension of local author- 
ity work and would require both money and 
staff. When the Bill did not make these 
services mandatory as recommended in the 
Report there was much criticism based on 
the assumption that the services of the local 
authority would be permissive and might 
not be provided, but the Minister made it 
clear in Parliament that he did in fact 
intend to make the services compulsory by 
using machinery already provided in the 
1946 National Health Service Act. This 
method is consistent with the policy of in- 
tegrating mental health services into the 
National Health Service and gives greater 
flexibility by permitting a phased pro- 
gramme which can take into account avail- 
ability of staff as well as of money. Al- 
ready meetings between the Ministry and 
the local authorities have taken place to 
discuss what can be done. There is little 
evidence of unwillingness but much anxi- 
ety about ways and means. 

There is no doubt that the expansion of 
the mental health services in the commun- 
ity and especially the part to be played by 
the local authorities is one of the most 
important changes taking place in England 
now, so it is, perhaps, permissible to say 
a little more about the local authority de- 
velopments already mentioned. 

Locally, there will be consultations be- 
tween the officers of the mental and mental 
deficiency hospitals and those of the local 
authority, for instance, about the hostels. 
Some hospitals have good hostels of their 
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own and it is not always easy to decide 
whether a patient needs hostel care under 
medical supervision supplied by the Hospi- 
tal Service or is fit for community life. As 
yet there are very few local authority hos- 
tels for mentally disordered people. Prob- 
ably both kinds are needed. 

Industrial and occupational centres have 
had a good deal of attention in recent years. 
There are over 40 of them for adults and 
more are likely to be provided. Whether 
patients who work in them will go on to 
outside employment depends partly on the 
ability and willingness of local employers 
to give work to them. There is an obligation 
under the Disabled Persons Act to employ 
a quota of disabled persons but the em- 
ployer may prefer the physically disabled 
to the mentally disabled. 

Training centres for children, hitherto 
known as occupation centres for mental de- 
fectives, are on a very different footing. 
They were initiated some 40 years ago by 
voluntary effort. The centres are now a lo- 
cal health authority responsibility and there 
are some 310 of them. Though doubtless 
more will be provided, the first new effort 
is likely to be the provision of residential 
accommodation at or near training centres 
for children living far from a centre and 
only partly catered for by the visits of a 
home teacher. 

Old people suffering from mental dis- 
order may need to use the hospital serv- 
ices, either as full mental hospital care and 
treatment, or in the form of simpler psy- 
chiatric supervision and nursing in separate 
psychogeriatric hospital units. It is those 
who do not need specialist treatment and 
who are comparatively easy to manage, who 
will go to the homes provided by the local 
health authority for old people who are 
mentally infirm. Free interchange of opin- 
ion between general practitioner, geria- 
trician and psychiatrist will be as necessary 
as free movement of old patients between 
one hospital or home and another, accord- 
ing to their needs. 

The present situation of social work and 
after-care is very complex. These services 
are still far short of what is desirable. 
Nevertheless they have developed to a con- 
siderable extent in different areas. The im- 
portance of the role, however, adopted by 


the family doctor, the local authority and 
the hospital varies widely from place to 
place. Workers in this sphere may have had 
full psychiatric social work training, health 
visitor training, training in administration, 
training simply by experience, or no train- 
ing at all. Into social work generally the 
report of the “Younghusband Committee,” 
i.e. the Working Party on Social Workers 
in the Local Authority Health and Welfare 
Services, has thrown much light, but the 
improvement in mental health social work 
which is so much needed is likely to be 
empirical for some time yet because the 
big changes recommended by the Report 
cannot come quickly. 


DESIGNATION OF MENTAL AND MENTAL DE- 
FICIENCY HOSPITALS 


The changes proposed in the new Act 
are designed to enable patients suffering 
from any form of mental disorder to be 
treated as far as possible in the same way 
as people suffering from physical disabili- 
ties and to encourage them to seek treat- 
ment promptly and voluntarily, but at the 
same time to ensure that there are adequate 
restraints and safeguards where patients 
in their own interests or for the sake of 
others must be compulsorily admitted to 
hospital and detained. 

One way in which the Act helps to 
achieve this is by abolishing the statutory 
designation of mental, and mental deficien- 
cy, hospitals and by removing the formali- 
ties at present attached even to “voluntary 
admission” for mental treatment. These 
measures have been widely welcomed and 
mean that any suitable hospital is free to 
admit mentally disordered patients. Spe- 
cialised psychiatric hospitals will, of course, 
still be needed but there will be more op- 
portunity for better classification and psy- 
chiatric wings or wards in or attached to 
general hospitals will become more com- 
mon. 

It was possible to start informal admis- 
sions to mental deficiency hospitals in 1958 
under the existing laws. Already over 27,- 
000 of the 60,000 in residence are on the 
same footing as any other hospital patient 
and about 70% of the new patients admitted 
in 1958 entered informally. Now that the 
new Act is passed it will be possible to 
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start the same procedure for those in resi- 
dence in mental hospitals. 


CLASSIFICATION OF PATIENTS AND COMPUL- 


SORY DETENTION 

The single term “mental disorder” is in- 
troduced to cover all forms of mental illness 
or disability. Provision for compulsory de- 
tention recognises 4 groups of mentally 
disordered patients, 1. Mentally ill, 2. Se- 
verely subnormal, 3. Subnormal, «nd 4. 
Psychopathic. These categories are men- 
tioned and the last three defined in section 
4, which is set out in full for the sake of 
clarity : 


(1) In this Act ‘mental disorder’ means 
mental illness, arrested or incomplete develop- 
ment of mind, psychopathic disorder, and any 
other disorder or disability of mind; and 
‘mentally disordered’ shall be construed ac- 
cordingly. 

(2) In this Act ‘severe subnormality’ means 
a state of arrested or incomplete development 
of mind which includes subnormality of in- 
telligence and is of such a nature or degree 
that the patient is incapable of living an in- 
dependent life, or will be so incapable when 
of an age to do so. 

(3) In this Act ‘subaormality’ means a state 
of arrested or incomplete development of mind 
(not amounting to severe subnormality) which 
includes subnormality of intelligence and is of 
a nature or degree which requires or is sus- 
ceptible to medical treatment or other special 
care or training of the patient. 

(4) In this Act ‘psychopathic disorder’ 
means a persistent disorder of mind (whether 
or not accompanied by subnormality of in- 
telligence) which results in abnormally ag- 
gressive or seriously irresponsible conduct on 
the part of the patient, and requires or is sus- 
ceptible to medical treatment. 

(5) Nothing in this section shall be con- 
strued as implying that a person may be dealt 
with under this Act as suffering from mental 
disorder, or from any form of mental disorder 
described in this section, by reason only of 
promiscuity or other immoral conduct. 


It will be noted that “mental illness” is 
not defined. In the sections in part 4 dealing 
with compulsory detention, when qualified 
by the phrase “of a quality or degree which 
warrants the detention of the patient in a 
hospital for medical treatment,” it is in- 
tended to cover the same range of illness 
as was covered in the Lunacy Acts by the 


words—“person of unsound mind and a pro- 
per person to be detained for care and 
treatment.” This latter phrase has never 
been more precisely defined but by medical 
tradition it has been narrowly interpreted 
and there is no evidence that it has been 
abused. 

“Psychopathic disorder” was not defined 
in the Report of the Royal Commission but 
has been defined in the Act and the defini- 
tion has led to much discussion. This is 
hardly surprising when one remembers the 
mass of vague, contradictory, confusing 
literature about the subject. Despite fre- 
quent reference to “fools rushing in where 
angels fear to tread” it is believed that 
the bravery of those who drew up the defi- 
nition is justified. The definition approxi- 
mates to the common use of the term and 
from the legal point of view seems likely 
to be workable. There have been criticisms 
of the words “requires or is susceptible to 
medical treatment” because some psychia- 
trists held that psychopaths do not respond 
to treatment but the inclusion of these 
words is intended as a safeguard to make 
sure that persons are not compulsorily ad- 
mitted to hospital unless it is thought that 
their condition does require medical treat- 
ment. It should be noted that by definition 
“medical treatment includes nursing, and 
also includes care and training under med- 
ical supervision.” 


COMPULSORY ADMISSION 

It seems necessary at this point to state 
that most of the substance of the Act is 
taken up with measures which need only 
be applied to coraparatively small numbers 
of patients. For example, 69 of the 154 
sections in the whole Act are devoted to 
compulsory measures for unwilling patients 
and those concerned in criminal proceed- 
ings, but in 1958 over 85% of those who en- 
tered mental hospitals and over 70% of those 
admitted to mental deficiency hospitals 
were admitted on a voluntary basis and it 
is presumed that the great majority of those 
in residence will not require compulsory 
measures. Compulsory measures should be 
considered in the light of these facts. 

Part IV of the Act defines the circum- 
stances in which patients may be compelled 
to enter hospital. There are 3 main pro- 
cedures : 
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1. Admission for observation (section 25). 

2. Admission for treatment (section 26). 

3. Emergency admission for observation 
(section 29). 

These provide a single set of procedures 
which apply to patients in each of the 4 
groups—mentally ill, severely subnormal, 
subnormal and psychopathic—in place of 
the variety of separate procedures used at 
present. Section 26 does not apply to sub- 
normal or psychopathic patients over 21 ; 
patients in these groups who are over the 
age of 21 cannot be compulsorily detained 
except for a period of observation unless 
they have been convicted of some crime. 

In each case of compulsory detention in 
addition to the diagnosis of mental dis- 
order, there must be a statement that deten- 
tion is necessary in the interest of the 
patient’s health or safety or for the 
protection of others. Doctors giving recom- 
mendations for compulsory detention must 
record the grounds for their opinion that the 
conditions are fulfilled and state whether 
alternative methods of dealing with the pa- 
tient are available and, if so, why they are 


not appropriate. This is intended to exclude 
the use of compulsory procedures if the pa- 
tient could equally well be treated as an 
outpatient or as an inpatient without com- 
pulsion. 


JUDICIAL AUTHORITY 


In the past the Acts required an order 
from a justice of the peace before compul- 
sory admission to or detention in hospital. 
The most commonly used procedure, i.e. 
Summary Reception Order, needed in ad- 
dition one and only one medical certificate 
from a medical practitioner. There has long 
been a view that the magistrate’s order is 
not an effective safeguard because he can- 
not form any sound independent opinion 
on the patient’s mental state and because 
the judicial order links “certification” with 
the courts and the punishment of crime. 
The new Act abolishes the judicial order 
but requires two medical opinions includ- 
ing one from a doctor of special experience. 
There has been some criticism of the aboli- 
tion of the judicial order particularly by 
those doctors who feel that it may damage 
the relationship between them and their 
patients if the main responsibility for rec- 


ommending compulsory detention in hos- 
pital is clearly seen to fall on them. The 
great majority of the profession, however, 
welcome the change. They feel that the as- 
sessment of the patient’s mental condition 
and of his need for treatment, which is the 
essential basis for action, is a matter of 
medical judgment and that it is no advan- 
tage to the patient and little to the doctor 
if the doctor shelters behind a magistrate. 
A far better safeguard is the requirement 
for two medical opinions, one of which is 
by an expert. 


AGE LIMITS FOR DETENTION OF SUBNORMAL 
AND PSYCHOPATHIC PATIENTS 


The Act lays down that subnormal and 
psychopathic patients should not be com- 
pulsorily admitted to hospital over the age 
of 21 except for a short period of observa- 
tion or after conviction in the courts. They 
are liable to compulsory admission under 
the age of 21 years, but, unless admitted 
through the courts or considered danger- 
ous should not be detained beyond the age 
of 25. There has been a lot of misunder- 
standing and criticism of these age limits. 
It has been said, for instance, that they 
are not appropriate for subnormal patients 
because they may need care and protection 
beyond the age of 25. But care and treat- 
ment will be available to all such patients, 
at any ages informally without compulsion, 
if they wish it. The Royal Commission rec- 
ommended strongly that patients who are 
only mildly subnormal and do not fall 
into the severely subnormal class should 
not be detained against their will unless 
their behaviour brings them into conflict 
with the criminal law. Anything else would 
mean too great an interference with per- 
sonal liberty. Patients whose mental sub- 
normality makes them quite incapable of 
an independent life will fall under the defi- 
nition of “severely subnormal” and may be 
detained for as long as is necessary. The 
severely subnormal group will include 
many of those classified in the past as 
feebleminded, as well as the lower-grade 
patients classified as idiot and imbecile. 
Clearly there may be some difficulties in 
borderline cases. 
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SAFEGUARDS 


There are 4 main elements in the system 
of safeguards for the patients. First there 
are the safeguards provided in the admis- 
sion procedures. Secondly, there are the 
time limits of the powers of detention. 
Thirdly, the power of discharge by rela- 
tives. Fourthly, there are the new Mental 
Health Review Tribunals with powers of 
discharge, to which patients and their rela- 
tives have access. There will be one Tri- 
bunal for each of the 15 hospital regions. 
The members in each region will be drawn 
from 3 panels, one of legal members, one 
of medical members and one of other mem- 
bers with relevant experience. At least one 
from each panel will sit together when ap- 
plications are considered. The extent to 
which these Tribunals will be used and 
their exact procedure remain to be seen. 


BOARD OF CONTROL 


The setting up of Review Tribunals and 
the transfer of other duties to the Ministry 
of Health has made it possible to dissolve 
the Board of Control as advocated by its 
own members in their evidence to the Roy- 
al Commission. Its dissolution is in accord 
with the requirements of changing circum- 
stances, particularly the integration of the 
mental with the other health services, but 
many are sorry to see it go and there have 
been many tributes to its work over the 
years in improving the mental health serv- 
ices before Cinderella became a Princess. 


ADMINISTRATION IN PSYCHIATRIC HOSPITALS 


The Mental Health Act has once again 
focussed attention on the question of med- 
ical administration in mental hospitals and 


particularly on the role of the medical 
superintendent in relation to other con- 
sultants on the one hand and to the lay 
administrators on the other. Under the new 
Act the legal obligation to appoint a medi- 
cal superintendent who is chief officer of 
the hospital ceases and there is no doubt 
that the powers of the “responsible medical 
officer” referred to in section 47 for purposes 
of discharge or other purposes will not be 
vested only in the medical superintendent. 
This, however, does not necessarily mean 
that there is no need for a medical super- 
intendent or some other form of medical 
administration. Everyone agrees that the 
days of the autocratic superintendent have 
gone and that consultants should have com- 
plete clinical responsibility for their pa- 
tients, but hospitals must not lightly be 
deprived of the kind of leadership they 
need and from which many have benefited 
in the past. There is need for much thought 
to be given to the problem of what is best 
‘for patients and for the hospital as a whole. 


CONCLUSION 


The new Act has received a warm wel- 
come throughout the country. One reason 
for this is the change in public attitude. 
Mental disorder is much more reasonably 
tolerated than was the case 50 years ago 
and this has made many old restrictions un- 
necessary and undesirable. The new Act 
makes it possible to stop enforcing them 
and makes legal procedure less complex 
and cumbersome. It shows a hopeful con- 
fidence in doctors, administrators and in an 
enlightened public. In this article an at- 
tempt has been made to describe some of 
the Acfs more important features and the 
discussion which they have raised. 
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When asked to design a survey of the 
mental health resources of the nation and 
to make recommendations for future plans, 
the commission and its staff decided to 
orient the study around individuals rather 
than around various professional groups 
and services. We wished to find out what 
people do when they become unhappy, 
worried, mentally ill, or otherwise troubled. 
We believed that people seeking aid for 
problems would go to some type of organ- 
ized helping agency, either the medical 
profession, a hospital, a clinic, or a social 
agency. We also believed that a substantial 
number would turn to their clergymen for 
help. A similar line of reasoning led us to 
believe that people seek to improve their 
general well being by use of various recrea- 
tional and educational facilities. 

Obviously, we needed to determine the 
available manpower to supply these serv- 
ices. We also wanted to determine the ad- 
vances being made in the research field, 
and to study factors that might interfere 
with development of research programs. 
Finally we wanted to establish methods of 
deterinining the financial cost of mental 
illness. 

Space does not permit presentation of 
all the material regarding organization and 
findings that will be published in 11 mono- 
graphs, but selected areas will be discussed. 

We asked the Survey Research Center 
at the University of Michigan to determine 
by sample survey what makes people un- 
happy, and what agencies, or persons, ren- 
der aid. The Survey Research Center staff 
headed by Angus Campbell and Gerald 
Gurin, working with our staff, developed a 
schedule of questions. The testing of the 
questionnaires was done carefully, and the 


1 Read at the 115th annual meeting of the American 
Psychiatric Association, Philadelphia, Pa., Apr. 27-May 
1, 1959. 
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interviewers were especially trained in 
handling this particular study. The Joint 
Commission is very pleased with the way 
the study was managed. 

Obviously, the material obtained reflects 
only those aspects of mental attitudes and 
feelings that are measurable in an inter- 
view ; it represents a sample of the Ameri- 
can population, including their satisfactions 
and dissatisfactions, things which concern 
them, and the resources and strength they 
bring to bear on these problems. This study 
reveals that people of different socio-ec- 
onomic groups and of different education 
differ in the satisfactions they achieve and 
the problems which they experience in life. 
This will be useful in planning mental 
health services for various population 
groups. The study revealed that people 
who seek help for personal problems tend 
to have a psychological orientation to life ; 
that is, they are introspective and self- 
questioning. People with a psychological 
orientation tended to have psychological 
rather than physical symptoms as a re- 
sponse to their stress. The expression of 
psychological orientations to problems was 
present in highest percentage in women, 
younger people and the better educated. 
These same groups were the ones most 
ready to refer themselves to professional 
sources for help. 

Of tactical significance is the informa- 
tion about sources of happiness, unhappi- 
ness, and worry. The major national issues, 
the international situation, the threat of 
atomic fallout, the housing shortage, high 
taxes, inflation and crowded highways (re- 
puted causes of great tension and stress) 
appeared to be an important source of wor- 
ry to few people. Satisfactions derive from 
rather mundane things, income, families, 
children, and community activities. Cor- 
respondingly, worries are concerned with 
health, families, children, money, job situa- 
tions and the everyday personal tribula- 
tions with which people are faced. 

The information that people worry over 
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rather personal matters is in a way en- 
couraging. The national trend toward im- 
proving community services for persons 
under personal or economical stress by 
improving general health services, job se- 
curity, economic security for people out of 
work, plus our declining death rate, es- 
pecially in children, is directed toward the 
major reasons given as causes of unhap- 
piness and worry by the sample population. 

Another important fact emerging from 
this study is that people who define their 
problems in psychological terms make up 
approximately one-fifth of the population. 
At least one-fifth of the population an- 
swered the question, “Have you ever felt 
you were going to have a nervous break- 
down ?” in the affirmative. Only 4% of the 
total sample felt the causes of their prob- 
lems to be external to themselves. About 
10% of the total population felt that the 
problem was within themselves, and they 
would have benefited from professional 
help. About 14% of the people interviewed 
had sought professional help. In seeking 
help people tend to go to their clergymen, 
to their family doctor and to the psychiatrist 
in that order of frequency. 

The actual number who state that they 
have sought psychiatric aid is surprisingly 
large when one considers the small number 
of psychiatrists, and the percentage of them 
concentrated in large cities. There are 
about 350,000 clergymen and 150,000 phy- 
sicians available, fairly well distributed 
throughout the country in cities and rural 
areas. In contrast, there are at most 10 to 
15 thousand psychiatrists; it is amazing 
that more than 2,000,000 people in this 
country have consulted psychiatrists be- 
cause they thought they were going to have 
a nervous breakdown. On the basis of num- 
bers, the rate of clergical consultation 
should be 20 times, and general medical 
consultation at least 10 times the rate of 
psychiatric consultation. In fact, the ratio 
runs approximately 4 to 1 and 2% to 1. 

The socio-economic status of the in- 
dividual seems to play an important part 
in determining whether or not he defines 
his problems in psychological terms. But 
within groups persons with marital prob- 
lems tend to consult a clergyman, a general 
physician, or a marriage counselor. On the 


other hand, people with problems of child 
guidance, or with personal adjustment 
problems, which they interpret as psycho- 
logical, more often consult with a psychi- 
atrist. Most people voluntarily choose the 
kind of help they seek, but about 8% are 
referred by their physicians, and another 
8% by families and friends, Only 1% sought 
help because of something they read or 
heard in some of the mass media, and about 
1% were referred by the clergy. 

This phase of the study has two important 
implications : 

1. Current efforts to aid the clergy and 
the family physicians to become competent 
to offer counseling to the mentally dis- 
turbed serve an important function, since 
we know that people are already consulting 
these persons in large numbers. 

2. We know that people are ready to 
consult psychiatrists and apparently do so 
in relatively large numbers in spite of poor 
distribution. 

Our expectations of having any large 
increase in the number of psychiatrists 
available in the immediate future is poor in- 
deed ; therefore, we must expedite train- 
ing, and most particularly assure optimum 
use of currently available manpower. 

The size of the mental health problem 
will vary with the definition of mental ill- 
ness. In any case, we can estimate the pa- 
tients who actually seek psychiatric care. 
On an average day there are approximately 
640,000 patients hospitalized with a mental 
disorder ; if one includes the mentally re- 
tarded, the number rises to more than 
700,000 persons. These people are cared for 
in the 1,250 hospitals that accept mentally 
ill persons for diagnosis and treatment. 
About 85% of these patients are found in 
large state hospitals, most of which have 500 
or more beds. About 430,000 different pa- 
tients are admitted to the non-federal psy- 
chiatric facilities each year, 270,000 of these 
to the specialized mental hospitals, and the 
remaining 160,000 to the psychiatric units 
in general hospitals. The admissions, plus 
patients already there at the first of any 
year, bring the total number of persons 
hospitalized in a year to 1,070,000. Approx- 
imately 30% of the patients admitted in any 
year have been hospitalized at least once 
before for mental illness. One-third of the 
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admissions to all public and private mental 
hospitals are 55 years of age or older, and 
many state hospitals of the larger type 
report that a third or more of their patients 
are 65 or older on admission. 

The general use of psychiatric resources 
can be summarized in terms of the total 
hospital facilities. There are 6,818 regis- 
tered hospitals in the country, of which 
7% are psychiatric. These 6,818 hospitals 
have 1,558,691 beds, of which 45% are 
psychiatric. The average census of all the 
hospitals on any day is 1,300,000, and of 
these patients 51% are psychiatric. On the 
other hand, of the 23,000,000 admissions in 
a year, only 2% are psychiatric, and of the 
1,400,000 personnel in all categories hired 
by the 6,800 hospitals only 17% are em- 
ployed in psychiatric hospitals. Thus, as 
we well know, our mental hospitals are 
large, overcrowded, understaffed and have 
many long term patients. 

In addition, we estimate that the mental 
health clinics of all types treat at least 
380,000 patients in a year, and that psychi- 
atrists treat somewhere around 400,000 
(give or take 30,000) in their offices. It is 
estimated that the number of psychiatric 
patients attended by internists and general 
practitioners varies from 10 to 50%. 

There have been many attempts to count 
the mentally ill in the community, appar- 
ently, the more intensive the survey of the 
community, the larger the number of pa- 
tients discovered. The prevalence figures 
in these surveys give a rate in the United 
States varying from 44 per thousand to 213 
per thousand. The Michigan material, 
which is in no sense a prevalence survey, 
found more than two million persons who 
say they sought psychiatric help at some 
time ; these figures do not include patients 
in hospitals, or persons in the armed forces. 
On the basis of the epidemiologic studies 
done, one may estimate that about 10% 
of our population have nervous or mental 
illness of sufficient severity to warrant ap- 
propriate treatment. This would mean 
17,500,000 now in the nation. Our estimates 
show that 1,800,000 are treated in medical 
agencies in a year, or approximately 10% 
of the potential crop. In terms of adequacy 
of these treatment resources, we have found 
no community which believed it had 


enough hospital beds for the mentally ill, 
enough clinics to take care of the mental 
health problems known to exist, or enough 
psychiatrists to care for the people wishing 
psychiatric care. 

Dr. George Albee made an exhaustive 
study of the manpower problem of psy- 
chiatrists, psychologists, social workers and 
nurses. His results can be summarized in 
one statement. We do not have enough 
trained individuals nor are enough persons 
entering universities with an interest in this 
field so that we can expect adequate num- 
bers in the foreseeable future. This can only 
mean that we will ultimately fail in our at- 
tempts to supply needed services using 
techniques based on our present knowledge 
of the cause and treatment of mental ill- 
ness. One can conclude that we should 
at this time withdraw some money and 
some manpower from the support of treat- 
ment services (with full realization that 
this means further neglect of already poorly 
cared for patients) and use the competent 
manpower and money for research on 
causes and more effective treatment of 
mental illness. 

Morris Schwartz and his co-workers have 
focussed their attention primarily on the 
new trends in the field, using conventional 
treatment systems as a background against 
which to analyze these new trends. They 
have observed programs, talked with ex- 
perts, and reviewed the current literature 
on hospital and community patterns of care. 
" The effort to give immediate treatment 
in the community to mentally disturbed 
patients is one trend in which Schwartz is 
interested. 

The hiatus, between the time a person 
becomes mentally ill and the time he re- 
ceives professional treatment, has, for a 
long time, concerned practitioners. The 
long waiting lists for treatment have led to 
new programs, some which have concen- 
trated on providing emergency psychiatric 
care while the patient stays in the commun- 
ity. They have attempted, either by home 
visiting by a psychiatric team, or by having 
a psychiatrist on call at all times in the psy- 
chiatric section of a general hospital, to 
narrow the time interval between the acute 
eruption of mental illness and the giving 
of professional help. The details of how 
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these programs can be most effectively 
conducted are still in the process of devel- 
opment. However, the problems are quite 
clear ; they concern how to reach the pa- 
tient when he most needs help; how to 
keep him out of the hospital while he is 
getting help; and how to maximize the 
effectiveness of scarce professional time by 
initiating appropriate intervention at the 
most appropriate time. It is our impression 
that these programs of emergency care are 
“paying off’ and our recommendation is 
that they be continued and extended, while 
at the same time their efficacy and the con- 
ditions of their success and failure are in- 
vestigated. 

Schwartz and his group have done a 
similar analysis of a number of other pro- 
grams dealing with the community care 
of mental patients. Their report will dis- 
cuss attempts to extend the outpatient treat- 
ment system into the community, into the 
courts, prisons, industry, the general hos- 
pital, the school, and a variety of social 
agencies. It will also discuss attempts to 
broaden the conception of treatment, 
where, for examples, families as a group 
are being treated, or consultation is being 
given to public health nurses to facilitate 
their handling of mental patients. 

A large variety of new programs has 
been initiated in mental hospitals through- 
out the country. Some of these programs 
have emerged in the course of practitioners’ 
attempts to develop therapeutic milieu 
in their hospitals. Thus, hospitals have 
changed their atmosphere by giving greater 
freedom to patients; they have changed 
the role of personnel and patients, and 
have afforded patients greater opportuni- 
ties to make decisions about, and take re- 
sponsibility for, their own lives ; they have 
instituted many procedures oriented to- 
ward bringing lower echelon personnel in- 
to the decision-making process ; they have 
freed communication between the different 
levels of staff; they have developed the 
conception that many types of personnel 
may be of therapeutic significance to the 
patient ; and they have introduced novel 
ways in which the therapeutic potential of 
personnel is used. The issues practitioners 
have concerned themselves with in develop- 
ing therapeutic milieu are related to the 


physical and social organization of the hos- 
pital. They are experimenting particularly 
with the re-definition of roles and role-re- 
lations in the hospital in order to maximize 
its therapeutic impact. 

Schwartz and his group have studied in 
a similar fashion attempts to break down 
the barriers between the hospital and the 
community. Here such programs as the 
open hospital and the psychiatric section of 
the general hospital are discussed. In ad- 
dition, they have described programs where 
the individualization of care for patients 
has been the focus of concern. 

The final set of trends Schwartz and his 
co-workers analyze deal with methods of 
aftercare. These facilities include halfway 
houses, foster family care, sheltered work- 
shops, vocational counseling, rehabilitation 
centers, social clubs, and public health 
nurses. Some programs concentrate on pro- 
viding continuity of care through the same 
person, trying to ensure that the staff mem- 
ber who saw the patient in the hospital will 
also see him after he has been released. 
In each program the central issue is to 
continue care for the patient in « way that 
fits him. 

Two other trends in aftercare are the 
grading of stress for ex-mental patients, 
and the tailoring of treatment for them. 
Programs of grading stress are concerned 
with developing optimum “pressures” on 
patients to facilitate their performance. 
Programs of tailoring treatment for ex-pa- 
tients are oriented toward finding the par- 
ticular rehabilitation activity most needed 
by a patient. 

As a result of new treatments—chemical, 
psychological and social—changed attitudes 
of staff and the surrounding community, 
and probably other factors not detected, 
there has been a substantial reduction in 
the number of resident patients in the 
country’s hospitals. The number of beds 
actually emptied by discharge of patients, 
plus the former annual increase in the pop- 
ulation of mental hospitals, means an over- 
all saving of several thousands of hospital 
beds. 

Community mental health services have 
expanded in the past several years. A few 
states have laws which make it possible 
for the state and community to collaborate 
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in support of local mental services. Pilot 
programs made possible through grants-in- 
aid from the National Institute of Mental 
Health played a very large role in dem- 
onstrating the effectiveness of these clinics 
and in subsidizing the states at the be- 
ginning. However, there seem to be other 
factors at work in the population not easily 
described. The demand for psychiatric and 


other mental health services in agencies — 


previously not thought to require such pro- 
fessional help is growing apace. For ex- 
ample, psychological testing and assess- 
ments in industry are in great demand. 
Courts, prisons, juvenile agencies, social 
agencies, school systems and industries are 
requesting psychiatric services. Agencies 
once content with diagnostic services from 
psychiatrists and psychologists now de- 
mand treatment for their clientele. Fur- 
thermore, by treatment they often mean 
one-to-one, intensive psychotherapy, psy- 
choanalysis, or at a very minimum inten- 
sive. psychoanalytically oriented group 
therapy. One state has more than 60 psy- 
chiatrists and psychologists giving inten- 
sive therapy to offenders at the court or 
prison level—this in addition to long time 
established traditional diagnostic services. 
Whatever the causes, these demands for 
mental health clinics and allied services 
are growing more rapidly than the man- 
power pool for staffing them. 

The inauguration of new services is not 
always carefully planned. Some new serv- 
ices have been started without coordination 
and full use of existing services in the 
community. The desire to create new serv- 
ices often stems from a wish to do some- 
thing about something, and the belief that 
a mental health clinic or counseling and 
guidance service will magically care for the 
social ills and unhappiness of a community. 
Fortunately, there is a growing tendency 
for communities to make a survey of their 
needs and resources before starting a new 
service. The importance of careful planning 
to utilize existing services to their maximum 
cannot be overemphasized. The demands 
for new services are growing more rapidly 
than the complement of personnel to oper- 
ate them, and as a nation we are not gaining 
on our professional manpower shortage, 
but losing ground. There is a trend to 


develop mental health services in the com- 
munity that are health promoting as well 
as therapeutic, and we believe this is a 
productive trend. 

Many communities still lack the basic 
resources and agencies necessary for mental 
health promotion and the treatment of 
mentally ill persons. Reginald Robinson 
and his group made a statistical study of 
the 3,103 counties in the nation (exclusive 
of Alaska, Hawaii and Puerto Rico). Two 
thousand counties have no psychiatrists. 
Two thousand have no community family 
service societies, and 1,500 have no public 
child welfare services. 

A site survey in a representative sample 
of the counties shows that where commun- 
ity services are lacking, some people are 
not able to obtain needed help. Most coun- 
ties studied recognize the need for develop- 
ment of community services, and there is an 
encouraging trend to use of welfare 
workers, county health nurses and other 
agencies to help augment the services made 
available through mental health clinics 
and hospitals. In the more isolated areas 
the clergy and the family physicians may 
assume the major responsibility for mental 
health counseling, and the physicians treat 
the more seriously ill until they may be 
referred to a hospital or clinic. 

Services for the communities now lacking 
them will require professional staffing. 
Dr. Albee’s manpower report discusses the 
difficulty in enticing enough college stu- 
dents into the professional fields to supply 
our needs. Because of the critical problem 
of recruitment and distribution of psychi- 
atrists, Daniel Blain has been making a 
more intensive study of the psychiatric 
manpower problem. The latest information 
available to me in rough draft form and, 
therefore, subject to correction by him, 
reveals that in August of 1958 there were 
2,723 psychiatric residents in 245 training 
centers in this country. This is a gain of 
30% (650 residents) over the number 
training in August, 1956. He reports an 
increase in the number of programs ap- 
proved for 3 years’ training in state hos- 
pitals, so that in 1958, 51% of state hospitals 
were approved for 3-year programs. 

Of the 650 additional residents in train- 
ing in 1958 as compared to 1956, 250 were 
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in state hospitals and 300 in university hos- 
pitals. The federal training centers, largely 
concentrated in veterans hospitals, were 
training only 15% of the total in 1958 as 
compared to 19% in 1956. This is a most 
discouraging trend and one that should 
be studied so that it may be reversed. There 
is a steady trend toward having larger 
numbers of residents in training in indi- 
vidual centers. The most rapid rate of 
increase in residents in training represents 
those from foreign medical schools, and 
this group represented 373 out of the total 
increase of 650 residents. Thus, more than 
50% of the additional persons in psychiatric 
residencies are from foreign schools, and 
of the 2,723 physicians in training, 1,066 
are from foreign schools. We do not know 
what proportion of these physicians will 
remain in the United States after they com- 
plete their training. There is also a spotti- 
ness in the recruitment of psychiatrists 
from the various medical schools. There 
are 77 United States medical schools rep- 
resented among the persons serving psychi- 
atric residencies, but 27 of these schools 
supplied 57% of all U. S. graduates in 
resident training. Most of the schools sup- 
plying large numbers of trainees were in 
the middle Atlantic and north east states. 

The research programs in psychiatry and 
related fields are objects of special study 
by the Commission. At this time about all 
we can say is that there is an encouraging 
trend to more long-term support and to 
programatic type of support which should 
make it easier for people to carry on basic 
research. 

The problem of recruiting research 
workers who must exist from one project 
application to another, with no assurance 
of renewal of grants, is a major handicap 
in recruitment of people into the research 
field. Furthermore, it will do little good to 
encourage the development of research 
institutes and elaborate research programs 
unless we train research workers. There is 
an increasing interest on the part of the 
NIMH and a few of the foundations in 
increasing the facilities for training research 
workers. The next step is to insure some 
type of reasonably on-going support for 
the research work these trainees will do, 


and a support that has a reasonable degree 
of personal security. 

Viewed in perspective, we are encour- 
aged by the changes taking place, inspired 
by the vast areas of work yet to be done, 
and humble in our understanding of how 
little we really know about man’s behavior, 
sick or well. We have studied representa- 
tive areas of concern to mental health 
workers and have omitted others because of 
limits of time and money. From all this 
we may hope that there will be improve- 
ment in the use of available knowledge, 
but also particular efforts at intensifying 
the training of research workers and their 
long-term employment in mental health 
research. 


DISCUSSION 


Franxuin G. Esaucn, M.D. (Denver, 
Colo.).—-To my knowledge, this is the first 
time that we in psychiatry have been so 
definitive in testing our operating policies, 
and seeking perspective on our necessarily 
integrated role in society. Specific efforts 
toward increasing the manpower supply, 
the efficient use of hospital facilities, the 
availability of mental health services, and 
the followup and “indirect care” of patients 
have been ingenious and effective. Now 
we stand on the threshold of putting into 
operation a long-term, organized program 
to “back up” and stabilize our previous 
emergency measures. The brilliant leader- 
ship and vision of Jack Ewalt and others 
of the Joint Commission is providing us 
with the foundation for achieving this re- 
sult. 

I am impressed with the sound method- 
ology with which the study was designed. 
The proposed monographs reviewed by the 
paper just presented, suggest that we shall 
have a very clear idea about every aspect of 
community need, as well as the available 
mental health resources. 

It is impossible to predict the contribu- 
tion which the Commissions’ first mono- 
graph on current concepts of positive men- 
tal health may make in providing a refer- 
ence guide for our extended forays into 
the community. In my opinion these cri- 
teria, which combine both the individuals’ 
definitions and the definitions of social 
adaptation are most valuable because of 
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their flexibility. The gestalt concept—the 
individual in terms of his particular mo- 
tivations and environment—must be intrin- 
sic to treatment which aims at comfortable 
social adjustment. Thus, the suggested cri- 
teria of attitudes toward the self ; integra- 
tion of functioning, autonomy, perception 
of reality, and environmental mastery en- 
courage an “individualized” focus in treat- 
ment planning, at a theoretical level. The 
Michigan findings that people of different 
socio-economic and educational levels value 
different satisfactions make different de- 
mands, and respond to different kinds of 
stress support this “individualized” defini- 
tion of mental health, at a practical level. 
Care must be taken in helping the individ- 
ual help himself, rather than having these 
agencies promote further dependency ; 
otherwise the mental health programs will 
defeat themselves. 

In considering the implications of the 
information in this paper, we are gratified 
by the confirmation of many of our current 
ideas about the causes of people’s worries. 
The everyday problems of health, child 
welfare, employment security, and personal 
adjustment are difficulties which in most 
cases are amenable to therapeutic assist- 
ance either through environment manipu- 
lation or changes in personal attitude. It 
is satisfying to know that social trends to- 
ward assisting and increasing the individ- 
ual’s securities in these areas seem to com- 
plement psychiatric resources for main- 
taining mental health in the community. 

Much of the common sense meaning of 
these findings, and the way they confirm 
our daily clinical observations, derives from 
the Commission’s decision to orient the 
study around individuals, rather than pro- 
fessional groups and services. This provides 
an “inside view,” and a closer identifica- 
tion of viewpoint from which we can plan 
the broad mental health program. 

Perhaps I take particular satisfaction in 
the manpower studies. As a result of our 
1932 survey we warned about the need for 
fuller training of the general physician in 
psychiatry, and for increasing the number 
of psychiatric specialists. Now, the statistics 
in this study demonstrate that the general 
practitioner is the first source of help to 
which great numbers of people turn “in 


time of trouble.” His accessibility, and ex- 
tensive background knowledge about his 
patients are great assets in aiding them 
with emotional problems. The general prac- 
titioner is therefore a major asset to the 
manpower supply, and one whose re- 
sources and talents should be used to the 
utmost. 

It is somewhat remarkable that there 
seems to be a certain lack of psycho- 
logical mindedness, even today, among the 
younger general practitioners and residents 
in the specialities. They give lip-service to 
psychiatry ; however, some tend to avoid 
it even while in training. Perhaps this lies 
in their need to grasp a vast amount of 
medical knowledge in a short time; or in 
deficient preparation for psychiatric or 
psychological mindedness of their respec- 
tive medical schools. 

The same essential comments apply to 
the clergyman, to whose counselling large 
numbers of people entrust their emotional 
welfare. It would be interesting to know 
what position those individuals who first 
consult their clergyman occupy on the 
dimension of “psychological orientation” 
toward adjustment problems. I suspect that 
the clergyman has access to many individ- 
uals who do not easily consult a psychia- 
trist, at least in the early stages of illness, 
and that therefore his potential contribution 
to mental health may be doubly valuable. 

Current statistics verify not only the 
readiness of patients to consult psychiatrists 
in numbers disproportionate to the supply, 
but also the efforts of individual psychia- 
trists to manage this overload. An attempt 
to facilitate efficient use of our time, through 
organized community planning will un- 
doubtedly be beneficial to psychiatrists as 
well as to patients. 

The necessity for research is emphasized 
in this project. In this respect, one can de- 
tect a heartening interest across the coun- 
try, and in the increased availability of 
financial support of research. 

The authors state that the trend toward 
development of new services is in a way 
compounding our manpower problems ; 
one can assume, however, that we who have 
long beaten the drums for better mental 
health methods and facilities are partly 
responsible for this. If our manpower prob- 
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lems are now complicated by what we 
have always known we needed, we can 
nonetheless make use of increased poten- 
tial services by an unprecedented amount 
of community organization, communication, 
and establishment of mutually accepting in- 
terprofessional relationships. Ours is the 
position of leadership over this sprawling 
mental health community, and it is my 
opinion that this study by the Joint Com- 
mission will give us the functional “know- 
how” of better leadership than ever before. 

Having been closely associated with com- 
munity mental health problems for many 
years, I am interested not only in increasing 
the numbers of trained workers and the 
communication among those who are al- 
ready available, but also in the use of the 
total community in a better integrated 
sense. The problem of “hiatus” between 
the time of acute onset of mental illness 
and treatment is one which I feel is basic 
to other problems, such as later social re- 
habilitation and a broadened treatment 
conception. Not only is the patient himself 
more amenable to treatment at the outset 
of illness, but he is subjected to less “post- 
illness” stress if his employment, family, 
and other associations have not already 
been taxed to the limits of their resources. I 
also feel that the developing “psychological 
orientation” of the general population cre- 
ates a society which more closely ap- 
proaches a “therapeutic milieu” in terms 
of both prevention and rehabilitation. 

In closing, I want to emphasize the in- 
debtedness we feel to the officers of the 
Joint Commission for their invaluable lead- 
ership, and my confidence that rapid prog- 
ress in national, state, and local organi- 
zation for management of mental health 
problems will be forthcoming as a result 
of their efforts. 


DISCUSSION 


D. Ewen Cameron, M.D. (Montreal, 
P. Q.).—It is somewhat difficult to discuss 
this paper since it is not clear whether it 
is the basic report of the Joint Commission 
or simply some notes on progress. However. 
it bears the names of the leading members 
of the Commission and is recorded in the 
program of the last annual meeting of the 
APA as reporting the findings of the Com- 


mission and hence should properly receive 
our fullest scrutiny and consideration. 

This report is based on by far the most 
comprehensive survey of the mental health 
resources of the nation hitherto carried out. 
It has been at once heavily financed and 
supported by a most imposing array of 
national organizations having interest in the 
mental health field ranging from the great 
to the tangential. The number and the di- 
versity of advisers and consultants, central 
and field staffs, have been as eloquent a 
testimony to the great size of the enterprise 
as has been the wealth of publicity and the 
number of progress reports. 

In seeking standards adequate to judge 
the quality of an undertaking of these 
dimensions, the discussant may well feel 
uncertain where to turn. Fortunately, those 
responsible have also supplied a measure. 
The earlier announcements, though not the 
later, stated that this was to be a “Flexner 
type” of report on the mental health re- 
sources of the nation. 

Flexner’s report was one of the great 
documents of American medicine. The 
rising supremacy of medical training in the 
North American continent springs from the 
profound scrutiny, the uncompromising 
criticism of this man. He had the courage 
to condemn to oblivion the shoddy and the 
third-rate. His vision set the great ideals 
and objectives of medical teaching for the 
next half-century. 

When we turn to this report by the Joint 
Commission, we see that it—no less than the 
Flexner report—is a survey of the condi- 
tions of the times. At this point similarity 
ends. Where Flexner recorded his vigorous 
criticism, his intolerance of what he found 
amiss with medical education and, in par- 
ticular, where he set up the guideposts 
which we still follow, the Commission in 
contrast appears merely to reflect what its 
members have been told. If there is a re- 
ported lack of personnel, the Commission 
is in favour of more personnel. If there is 
dearth of research funds, the Commission 
is in favour of more money. If a consider- 
able number of people go to the clergy 
for help with their problems, the Com- 
mission is in favour of adding the clergy 
to their team—this despite the deplorable 
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record of clergy of all faiths with respect 
to the progress of medical science. 

It is difficult to see any place in this re- 
port where the Commission offers firm 
and inspiring leadership and no place 
where it sets great ideals and objectives 
for the future. The members of the Com- 
mission are against a reduction of effort on 
the part of the Federal training centres and, 
in an almost vigorous statement, they de- 
clare that, since we do not have enough 
trained people and not enough are under- 
taking training, we shall ultimately fail in 
our attempts to supply needed services 
using techniques based on our present 
knowledge of the cause and treatment of 


mental illness. But the rest of the paper 
disposes one to favour the belief that this 
is simply something that the Commission 
has been told. 

A first-rate survey must be based on first- 
rate questions, and first-rate questions in 
turn require a vigorous imagination sup- 
ported by unsparing drive for excellence 
and an intolerance of the second-rate. The 
Commission, as it records itself in this 
paper, gives no leadership, no direction, 
no great objectives for the future. It is good 
only to the extent that it reports the vitality, 
the enthusiasm and the devotion to be 
found in hundreds of centres across the 
country. 
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MANPOWER STUDIES WITH SPECIAL REFERENCE 
TO PSYCHIATRISTS’ 


DANIEL BLAIN, M.D.,2 HOWARD POTTER, M.D.,® 
anp HARRY SOLOMON, M.D.* 


THE SETTING 


In 1956, stimulated by unfilled jobs and 
nationwide demand, the Office of the Med- 
ical Director of the APA, in Washington, 
issued the following statement : 


The problems of personnel shortages in psy- 
chiatric services are so overwhelming, so well 
known, so frustrating that they seem to threat- 
en the very possibility of progress. For lack 
of manpower whole programs lie in abeyance ; 
clinical facilities are hopelessly overtaxed and 
some perforce are closed to new admissions ; 
waiting lists are static; key positions, such 
as state commissionerships, superintendents 
of mental hospitals, directorships of psychi- 
atric clinics and professorships stand vacant 
for months and even years. Research crying 
to be done awaits the scientist to carry it out. 
Teaching and supervision, the key ingredients 
of programs which will vastly expand our hu- 
man resources are only sparsely available. The 
actual carrying out of preventive techniques 
is virtually a dream. Broad scale planning for 
the nation, state and community takes on an 
Alice-in-Wonderland atmosphere for there are 
no real people to fill the slots in the neat or- 
ganization charts that we conjure. So much is 
done by so few and our efforts are so thinly 
spread that total efficiency is inevitably of a 
low order(1). 


THE PLAN 

In June 1958 authority was obtained from 
the Council of the APA to organize and 
seek funds for “A Manpower Project (Re- 
cruitment, Distribution and Utilization of 
Psychiatrists)” and on September 15 an 
agreement was reached with one of the 
authors to operate this project with a 
modest sum of money collected from 
private individuals and foundations. Con- 
sultants® were obtained, and tentative 
explorations were made under 6 headings : 


1 Read at the 115th annual meeting of the American 
Psychiatric Association, Philadelphia, Pa., Apr. 27-May 
1, 1959. 

2 Director of Mental Hygiene, Calif. 

3 Director of Education, Letchworth Village, N. Y. 

4 Commissioner of Mental Health, Mass. 

5 George Albee, Kenneth Appel, Ward Darley, 


recruitment into psychiatry, into the sub- 
specialties of psychiatry, into large em- 
ployment programs; geographical mal- 
distribution ; utilization of psychiatrists ; 
experimental placement in top positions. 

After 8 months we have gained sufficient 
experience to make a report of observation, 
information collected, and outline a major 
study for the future.® 

In this paper we shall refer to 1. The 
manpower problem in general with special 
reference to scientific and professional per- 
sonnel ; 2. The medical and general edu- 
cational pools from which psychiatrists 
are drawn; 3. Present knowledge con- 
cerning psychiatry ; 4. Subjective opinions 
from leading authorities. 

1. The General Manpower Situation. We 
are indebted to Professor Eli Ginzberg and 
his associates in the Columbia University 
National Manpower Commission for a 
series of publications which form a major 
part of manpower studies of the last few 
years. Restricting ourselves chiefly to scien- 
tific and professional personnel, we can say 
that these have grown in number much 
faster than the population. Fifty years ago 
there were approximately one million scien- 
tific personnel in the scientific, professional 
and related fields. There are now approx- 
imately 5 million. 

In spite of this, the demand for scientific 
and professional personnel has recently 
exceeded its availability. It was toward the 
end of World War II that scattered warn- 
ings of inadequate scientific manpower 
were first felt; and shortly after Korea, 
these shortages were recognized as of criti- 
cal importance. Shortages of engineers, 
physicists and chemists were caused by a 
combination of expanded goods production 


Francis Gerty, Eli Ginzburg, Carlyle Jacobson, Lawr- 
ence Kubie, Howard Potter, Harry Solomon, Sidney 
Spector, William B. Terhune. 

6 As of Nov. 1959, the Executive Committee au- 
thorized a special committee of Dr. David Wilson and 
Norman Brill to develop the design for future work 
of the project, since Dr. Blain had become Director 
of Mental Hygiene in California. 
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and expanded defense ; whereas other short- 
ages, such as, nurses, teachers, rural doctors, 
psychiatrists and others in state hospitals, 
and competent administrators, have much 
longer histories and more complex causes. 

The demand for physicians comes from 
higher standards of health and a growing 
national income. Limited capacity and 
higher requirements of medical schools 
have restricted the expansion of doctors. 
Gross uneven distribution has accentuated 
the discrepancy. 

In general, shortages are the reflections 
of scientific discovery and technological 
change. Dr. Ginzberg and his associates 
comment, “The demand may fluctuate 
sharply in short run, but the size of supply 
will change slowly.” The question arises, 
what methods can a democratic society 
utilize to insure a reasonable balance be- 
tween supply and demand for manpower, 
since the factors influencing these are not 
amenable to direct control? The Nation 
can follow two broad courses of action : 1. 
Try to alter distribution of men and women 
so as to increase the number preparing for 
work in fields where short supply is antici- 


pated; and 2. Expand the size of total 
college population so more will be educated 
and trained in each field. 

There are undeveloped resources in the 
scientific and professional manpower field, 
summarized as follows : 


Only one half of those who are capable are 
now entering college. Two-fifths of those who 
start college do not graduate. Twenty-five 
of those who graduate have the ability to get 
doctors degrees, for everyone who actually 
gets such a degree. 


Therefore, one may say there are 3 groups 
in reserve which perhaps could be tapped 
when the right formulae are developed : 1. 
High school graduates who do not enter 
college ; 2. Those who start but do not 
graduate ; 3. Graduates who do not pursue 
post graduate training. 

And there is an additional hidden reserve, 


Capable ones who get low scores because of 
deficiencies in early schooling. These are in 
poor communities which spend little on edu- 
cation. Particularly found among racial and 
ethnical minorities, many are handicapped by 
poor early education and later discrimination 
in employment. 


It is quite obvious the supply of psy- 
chiatrists will be markedly affected by the 
general situation in scientific and pro- 
fessional manpower. 

2. General Education and its potential- 
ities. Psychiatrists as physicians come from 
the colleges and must compete with all 
professional and scientific manpower needs. 

Albee in his excellent treatise for the 
Joint Commission on Mental Illness and 
Health about to be published has some po- 
tent remarks about the educational world. 
He says shortages in mental health pro- 
fessions do not exist in isolation—there is 
a widespread shortage of highly trained 
people in a variety of professional and 
technical areas. There seems to be a per- 
vasive resistance to an allout educational 
effort by our country; resistant attitudes 
toward lengthy and difficult educational 
programs certainly affect recruitment into 
the mental health professions. Many edu- 
cators feel(2), 


The fundamental problem is a lack of appre- 
ciation or interest in intellectual achievement 
and the acquisition of knowledge which has 
grown up over a long period of time and 
which is reflected in our pervasive neglect of 
education plant, the low repute in which teach- 
ing is held, the lack of a pene swell of sup- 
port for education in the face of crisis. 


The Educational Testing Service in 1957 
points out that many of the students now 
attending college are less intelligent than 
others not attending college and that, in 
general, we are losing a very large number 
of high ability students because of the 
lack of financial support for their education. 

The paucity of the numbers of those who 
advance to positions of serious responsibility 
in the field of teaching, professional work 
and research is illustrated by the following : 

Of 10,000 college graduates (bachelors 
and first professional degrees), 


will obtain doctorate 
natural science 
psychology 
social science 
humanities 
engineering 
business and commerce 2 
education 
all other fields 
health fields 


980 
200 
1120 
1200 
960 
1340 
1940 
1030 
600 
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Time does not permit extension of these 
remarks in this very serious matter relating 
to our deficits in the field of total education, 
of which medicine and its specialty, psy- 
chiatry, must be a very important member. 

3. Medical Graduates as a Pool from 
which Psychiatry is Derived. The pool of 
potential physicians is almost entirely re- 
stricted to those who at the end of their 
first year in college are interested enough 
in medicine to undertake premedical cur- 
ricula. 

Numerous estimates have been made 
about the shortage of physicians both now 
and in the future. The President’s Com- 
mittee on Health Needs of the Nation has 
stated that doctors by 1960 will be short by 
between 25 and 45,000, and 1960 is only 
one year away. Nurses will be short by 
50,000. The United States has a lower 
number of persons per physician than any 
country in the world, but its distribution 
problems are serious. Howard Rusk in the 
New York Times has stated, 


To maintain our present physician population 
ratios of one to 730 for the Nation, we will 
need by 1975 315,000 physicians. We now 
have approximately 225,000 and our current 
rate of increase is about 3,000 compared to 
a need for a current increase of around 5,250 
per year. 

It is a well-known fact that it will take 
approximately 8 to 10 years for any new 
medical school in the planning phase to be 
built, collect its faculty and graduate a class 
of seniors. There is some hope that a 10 or 
15% in annual graduation can be obtained by 
an increase in two-year medical schools 
which will make up for the drop between 
the basic science two years and the two 
years of clinical medicine which now oc- 
curs and is responsible for considerable 
attrition. 

3a. Shortages in Psychiatrists. There are 
approximately 13,000 physicians spending 
full time in psychiatry at this time.’ Some- 
where between 40 and 50% of these are 
certified by the American Board in either 
psychiatry, or psychiatry and neurology. 
The number can only be increased by an 
increase in total number of physicians at 
present percentage or increasing the present 
percentage who go into psychiatry. Effort in 


7 Estimating APA membership at 85%. 


this direction runs counter to needs of 
other specialties and threatens to impair 
the present ratios. It would seem possible 
to justify an increase in view of the large 
preponderance of psychiatric patients and 
psychiatric needs and the need for consulta- 
tions to cultural and welfare and chronic 
disease institutions, such as education, 
courts, industry, prisons. This will, however, 
require definitive studies. 

The shortages of psychiatrists is related 
to the function of the psychiatrist, to the 
numbers that each individual psychiatrist 
actually do treat, and whether or not they 
select more difficult cases which demand 
great training and skill. It has been said, 
perhaps facetiously, that if the number of 
patients seen by the average psychiatrist 
in the United States could be doubled, it 
might be an equivalent to having twice as 
many psychiatrists. 

One of the authors has mentioned 7 
ways of better utilizing present available 
personnel. These are: 1. By redefining the 
functions of psychiatrists, general physi- 
cians, psychologists, nurses, social workers, 
and others; 2. By reassigning duties and 
responsibilities of these groups ; 3. By dele- 
gating responsibilities from the more highly 
trained to the less highly trained with 
adequate supervision; 4. By modifying 
organizational structure and lines of author- 
ity to increase administrative efficiency ; 
5. By making greater use of social forces 
and persons from outside (volunteers ) and 
groups to assist in treatment ; 6. By increas- 
ing the skills of less highly trained personnel 
through a vastly increased inservice train- 
ing; 7. By decreasing our reliance on 
residential treatment in favor of day hos- 
pital service with patients living at home, 
or in foster homes, or other simplified 
arrangements. 

It is obvious that one would hope for 
research break-throughs which might sim- 
plify treatment processes, prevent large 
groups from needing treatment. This re- 
source needs development to the extent 
that financial and other resources directed 
toward research should parallel resources 
directed toward utilization of present 
knowledge (treatment). 

One of the endeavors of the past year 
has been to bring up to date certain in- 
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formation related to physicians who are, 
at this time, residents in training in ap- 
proved psychiatric training centers. This is 
a duplication of the study made in August 
1956 and shows some remarkable changes 
which have occurred between that year and 
August 1958. Detailed analyses of these 
studies should be available shortly, but I 
can report here briefly. In 1956 there 
were 2,074 residents ; in August 1958, 2,725, 
an increase of approximately 30% in two 
years. There has been an increase in the 
number of residents in each training in- 
stitution in all states of the union except 
in two. The number of approved 3-year 
programs had increased in these two years 
by 30, 22 of which are in state hospitals. 
Of tremendous significance are the num- 
bers in training in the United States who 
are graduates of foreign medical schools. 
In 1956, 30.2% of all residents came in this 
category. In 1958, this percentage had risen 
to 40% of all residents in training. The 
follow up of the 30% in 1956 showed that 
one half of these had already obtained 
citizenship ; one quarter were intending to 
put in their naturalization papers. At that 
time the remaining quarter were intending 
to return to their own country. If one figures 
70% of 2,074 as against 60% of 2,725, it 
shows a total of 1,351 residents in 1956 who 
attended American medical schools had 
expanded to 1,635 in 1958, a gain of 174 
American citizens. During these two years, 
there was also a change in the gross num- 
ber of students who attended medical 
schools outside the United States. This 
number had grown to 1,090 in 1958, an 
absolute increase of 468. No follow-up has 
yet been made of the probability of this 
group of 622 staying in this country or 
returning to their own country. 

The APA Manpower Project is engaged, 
with the help of the Association of Amer- 
ican Medical Colleges, in a brief study of 
the applicants for residency training, which 
will develop information toward total and 
multiple applications, those who drop out 
of psychiatric training entirely and will 
provide an opportunity to study various 
groups in a more specialized way. 

It is important to stress again the fact 
that the function of the psychiatrist in 
meeting the needs of citizens in the overall 


picture is obviously complementary to the 
efforts and activities of other groups with 
whom psychiatrists must work. It is also 
obvious to us all that faced with drastic 
shortages in the future, in case we are 
unsuccessful in increasing the number of 
those practising psychiatry and even though 
we alter their major function, may demand 
a serious reappraisal of ways and means of 
meeting the needs of the people in our 
general field, both of prevention and treat- 
ment as well as joining with others in the 
growth and development of health persons. 

4. Subjective Impressions of Psychiatric 
Authorities. Tentative feelers on each of the 
6 subjects considered in this exploratory 
year have been sent out to a selected list 
of 100 professors of psychiatry in the United 
States and Canada, committee chairmen of 
the APA and state medical societies, dis- 
trict branch offices. These staff memoranda 
are available in the office of the project for 
reference. 

Respor.ses have been spotty but will be 
helpful for future studies. 

Comments concerning recruiting from 
persons in responsible positions in training 
of psychiatrists are of special interest. 

It was suggested that placing a student 
early (perhaps in the first summer) in an 
investigative role under supervision of an 
older man who could furnish a stimulating 
“model” would be most helpful. 

Some felt that full-time teachers were 
essential, and one dean emphasized the 
ability of a teacher to transmit enthusiasm. 

Many felt that the job of the Department 
of Psychiatry was to give sound and in- 
teresting courses to all, some electives as 
well; there should be presented an over- 
view of psychological and behavioral factors 
as these permeate health and disease. Some 
expressed it this way: best recruiting is 
done by creating a “climate of letting stu- 
dents fend for themselves” ; let them “wait 
and see sick people and decide what 
interests them most.” 

One expressed his attitude toward suc- 
cessful recruiting as follows : 


Recruitment will be best achieved by increas- 
ing the number of graduates exposed to psy- 
chiatric concepts, ar.i by integrated teaching 
emphasizing the treatment potentials of psy- 
chiatry as rendering more effective the doctor- 
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patient relationship in all of medicine by alter- 
ing the image of the successful psychiatrist 
from the analyst removed from the mainstream 
of medicine to the psychiatrist-physician by 
making the material taught show less evidence 
of discordance, conflict and uncertainty. 


Others emphasized that the type of 
student selected might play a part in the 
number who choose psychiatry. It is of 
interest here to recall Parker’s findings that 
“anti-authoritative students like best psy- 
chiatry, pediatrics and public health”(3) ; 
whereas “authoritarian” types preferred 
surgery, radiology, internal medicine. 

Many felt psychiatric recruitment was 
deterred by rigidity of requirements to 
enter medical school, and furthered by ad- 
mission committees dominated by basic 
science because psychiatrists are too busy 
to serve. Public psychiatry is notorious for 
low salaries and petty restrictions. 

Where state hospitals present a “model” 
of psychiatric practices in some locales ; in 
others, old school psychoanalysis represents 
all psychiatry, an extreme just as bad. Stu- 
dents and public feel “untreatable by psy- 
choanalysis means untreatable by any form 
of psychiatric therapy,” hence hopeless. 

It was generally felt that more infor- 
mation on the graduates of medical schools 
who had gone into psychiatry would be 
useful. Changing faculty members in all 
departments was an important variable ; 
changes of attitudes in the 4 years and 
specific deterrents should be studied. 

A serious deterrent towards recruitment 
in general was suggested in the “confused 
social attitudes towards the mentally ill,” 
and the fact that public hospitals were over- 
loaded with social misfits, many belonging 
elsewhere. 

A number of discrete topics for special 
studies were mentioned : studying a sample 
of residency programs; variety of needs 
in different localities, regions, states ; the 
history of the psychiatric resident in col- 
lege and before: his major interests, in- 
fluential persons; define the area and 
clarify the need for which manpower is 
needed. 

One person felt that psychiatry was doing 
as well as other specialties and a number 
agreed that in many schools those coming 


into psychiatry represented the top of the 
class. 

5. Skeleton of a proposed study. The fol- 
lowing represents an attempt to outline 
a research study which is restricted to a 
reasonable portion as it relates to psy- 
chiatrists. 


MANPOWER PROJECT 
Proposep As BASE OF DETAILED AND Com- 
PREHENSIVE DESIGN TO BE WorKED Out OvER 

A Perniop or 8-10 Montus 


I, PURPOSE 

To study and develop a concerted attack 
on shortages of psychiatrists. 

The national demand for psychiatrists 
is such that, with present treatment tech- 
niques, it is evident that there is and will 
continue to be a demand for a greater 
increase in the number of available psy- 
chiatrists. 

Despite this widely heralded shortage 
of psychiatrists, there have been few 
studies of the dimensions of the shortage, 
the geographical distribution of psychia- 
trists, training resources, subspecialist 
distribution, patterns of utilization of 
psychiatric time and skills, or of tech- 
niques of recruitment. Of further impor- 
tance is some understanding of the reasons 
certain medical schools consistently pro- 
duce rather large numbers of psychiatrists. 
There is also the question of possible 
upper limits of specialization in psy- 
Fa in view of Othe total number of 

medical school graduates. 

During the past eight months, a few 
exploratory studies have been carried out 
by the American Psychiatric Association’s 
Manpower Project study group and this 
would appear an opportune time for 
greater definition of study design. 

It is proposed that the balance of this 
year be devoted to designing a study to 
accomplish the following : 

A. Systematic compilation and analysis 
of objective data on 

1. Psychiatrists in practice and train- 
in 

5. Training resources 

3. Factors influencing individuals to 
enter psychiatry 
B. Identification of the current and pro- 

jected demand for psychiatrists 

C. The study and evaluation of tech- 
niques to increase the supply of psy- 
chiatrists. 

This investigation will necessarily involve 
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a series of studies, each to supply informa- 
tion necessary for an understanding of the 
total psychiatric manpower picture. 


Il. PROPOSED PROJECT OUTLINE (Tenta- 
tive) 
A. An analysis of the existing psy- 
chiatric manpower picture. 

1. Collection and compilation of data 
on the existing manpower picture 

a. In the United States 

b. More intensively on a_ local 
basis. (e.g., in one state, one local 
and rural area) 

2. Analysis and description of the 
existing picture 

3. Identification of questions sug- 
gested by these data 

For the purpose of this study, a 
distinction is being made between 
demand for psychiatrists and need 
for psychiatrists. The size of the deficit 
in terms of need must await a careful 
study of those functions which neces- 
sitate the skills of a psychiatrist and 
the determination of the frequency with 
which they should be carried out. The 
present investigation will attempt to 
deal only with the concept of demand 
for psychiatrists. The need of these 
personnel, as previously defined, should 
be the subject of another study. 

Psychiatrist is defined as a physician 
whose major time is devoted to psy- 
chiatric practice, teaching, research, or 
consultation, administration. 

A logical starting point to the broader 
study of psychiatric manpower is that 
of examining closely the existing man- 
power picture. 

Data are available from a variety of 
sources which when appropriately 
analyzed would yield a more complete 
picture of U. S. psychiatric manpower 
than has thus far been presented. Such 
areas as the following would be 
studied : 

Age and age changes of the man- 
power pool ; sources of supply and 
their variations; geographical dis- 
tribution ; mobility of psychiatry and 
directions of change ; changes in the 
picture of foci of concentration ; sub- 
specialty distribution ; and changes in 
the ratio between private practice 
and the variety of employed posi- 
tions. 

It appears desirable to approach this prob- 
lem on a national, state, urban and a rural 


level. A clear understanding of national psy- 
chiatric manpower is necessary in order to 
ascertain characteristics of the total pool, 
as well as shifts within this pool. Further- 
more, mobility among psychiatrists is such 
that state or local boundaries have relatively 
little significance. There is also an awareness 
that a rather limited number of training 
centers provides psychiatrists for the country 
as a whole and not solely for the areas in 
which these centers exist. The universe of 
psychiatrists in this country is sufficiently 
limited so as to permit a careful study of 
the total group. For this purpose, it is pro- 
posed to extend the American Psychiatric 
Association’s Keysort punch card data to 
include a — range of permanent data 
on all psychiatrists and to utilize IBM equip- 
ment so as to make the data more suitable 
for analysis. 

It is apparent, however, that data for 
the country as a whole do not answer the 
important questions for an individual state, 
or for specific urban or rural areas. The 
variations between such loci are enormous 
in terms of psychiatric manpower and avail- 
ability of training centers. Certain states, for 
example, do not have either a medical school 
or a psychiatric training center. Within a 
given state, there may be areas of very high 
and very low concentrations of psychiatrists, 
hence he any particular state a more de- 
tailed presentation is mandatory to assure 
an understanding of its manpower situation. 
Within any state variations may be great 
between rural and urban areas, each of 
which may have vastly different problems. 
A single state, as well as rural and urban 
area, might be chosen for study in this in- 
vestigation, with the aim of furnishing 
models for the use of individual areas. 

B. Techniques of increasing the supply 
of psychiatrists 
1. Identification of possible tech- 
niques of increasing the supply of 
psychiatrists 
a. Nationally 
b. Locally 
2. Evaluation of such techniques 
It may be anticipated that analysis of 
the data relative to current psychiatric 
manpower will suggest a number of tech- 
niques for increasing the supply. In addi- 
tion, a survey of the literature, a review 
of current practices in recruitment into 
psychiatry, and a canvassing of authorities 
for suggestions in this area will also yield 
other possible avenues on techniques for 
increasing the supply of psychiatrists. It 
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is prepeeed following such a compilation 

of techniques to make a careful analysis of 

their relative merit and effectiveness. 
C. Future projects and studies 
_ 1. Studies indicated but not included 
in scope of original project. In consider- 
ing what the scope of the proposed 
study should be, many areas of interest 
were excluded in order to narrow the 
investigation. As an example, the ques- 
tion of whether the time and skills of 
psychiatrists are currently being used 
to best advantage is not included, nor 
is there included an attempt to measure 
the effectiveness of present training 
methods. 

2. Studies suggested by project find- 
ings. In the course of collecting and 
analyzing study data, it is expected that 
topics requiring separate investigation 
will be developed. 

3. Operational studies to test findings 
and conclusions. Both during the course 
of and following the study, changes 
might be tried out on an operating 
basis. Information can be made avail- 
able to individuals and organizations 
concerned so that they may follow up 
as they wish. For example, if it should 
appear that the hypothesis that summer 
placement of medical students in state 
hospitals results in a greater movement 
of psychiatrists into state hospitals, co- 
operative ventures between medical 
schools and state hospitals can be ar- 
ranged to further test out findings. 

Budget : 

Remainder of Calendar Year-1959 
Consultants (per diem and 
travel), secretarial assistance, 
supplies. This includes 3 psychi- 
atrists in addition to Dr. Blain, 
a sociologist, and a _ personnel 
administrator (all in California) 
as well as the existing Advisory 
Committee. This is cited as a con- 
servative sum for the remainder 


of the calendar year $ 8,000 
Continuation of studies of resi- 

dents and other pilot investiga- 

tions in progress. 4,000 


$ 12,000 


TOTAL 


SUMMARY 

In summary, may | state that, with the 
help of a number of foundations which 
have contributed a total of approximately 
$27,000, the first year has proved to be 
largely a matter of exploration rather than 
definition. A large number of interesting 
contacts with leading professional groups 
have been made. A tremendous amount of 
interest has been developed in the study. 
Many suggestions have come toward mod- 
ifying it in one direction or another, per- 
haps most important has been the sugges- 
tion that since this is such an enormously 
important project, it must be done well or 
not done at all. 

The activities of the consultants have 
been extremely helpful. It has been of 
particular interest to note that the highly 
successful National Manpower Council 
working with Dr. Ginzberg and his asso- 
ciates also came to the end of their first 
year remarking that, in spite of careful 
planning, the first year had turned out to be 
largely exploratory. 

Of great interest was Dr. Ginzberg’s 
remark that no definitive plan for approach- 
ing manpower studies had yet been devel- 
oped. 
The conclusion after 8 months of effort 
with a small staff is that the time is now 
come to enter into an intensive effort over 
a number of months, mainly to design a 
series of studies and operations which will, 
in time, enable progress to be made in this 
problem. Accordingly, a staff of competent 
technicians in research design, psychiatric 
and sociological personnel with clinical and 
teaching experience will work with the 
national consultants to produce such a 
program as may receive financial support 
over such a period of time as necessary for 
this important subject. 
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THE DEVELOPMENT OF AN EFFECTIVE STATISTICAL SYSTEM 
IN MENTAL ILLNESS * 


ANITA K. BAHN * 


Mental illnesses constitute a public health 
problem of considerable magnitude, but 
data on the exact dimensions of the prob- 
lem, the prevalence by time and place, and 
the relative risk of occurrence for various 
population groups, are greatly limited. Re- 
cently I had the opportunity to review the 
history of the national collection of mental 
illness statistics in this country. It is inter- 
esting to note the evolution of the public ap- 
proach to this problem. 

The 1880 census of the United States 
attempted to count “the number of mentally 
ill and defectives not only in institutions 
for their care, but also in jails, almshouses, 
other institutions and at home.” By 1904, 
the census was limited to the “insane and 
feebleminded in institutions ; those outside 
institutions were excluded on the grounds 
that their number could not be enumer- 
ated.” Beginning with 1923, the Bureau of 
the Census, and later the Public Health 
Service, has conducted separate annual 
surveys of patients in mental institutions 
and in institutions for mental defectives and 
epileptics. As a postlude to the development 
of outpatient psychiatric clinics since the 
turn of the century, in 1954, a national re- 
porting program on the outpatient psy- 
chiatric clinic population was initiated by 
the National Institute of Mental Health in 
cooperation with state mental health au- 
thorities. 

Today, our long-range objective in the 
collection of statistics coincides with that 
original goal in 1880. There is recognition 
that a complete descriptive count of the 
mentally ill, whether or not seen in a psy- 
chiatric facility, is needed for epidemio- 
logical studies and for programming of 
mental health services. But today, we plan 
to achieve this goal in a more scientific and 
sophisticated way, using objective criteria 
and validated evidence of mental illness. 


1 Presented at the annual meeting of the Maryland 
Public Health Association, Easton, Md., Oct. 9, 1959. 


2 Chief, Outpatient Studies Section, Biometrics 
Branch, National Institute of Mental Health, Bethesda 
14, Md. 
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We are still far from such an accomplish- 
ment, which must be approached system- 
atically through successive and progres- 
sively more difficult stages. 

It is likely that Maryland will be one of 
the first states to take certain major strides 
towards this goal, and that it may serve as 
a model statistical laboratory for studies 
elsewhere. In an intensive methodological 
study this past year on the outpatient psy- 
chiatric clinic population in Maryland, 
with the assistance of the Johns Hopkins 
University School of Hygiene and Public 
Health, some of the problems of definitions 
and data collection in this field were re- 
solved. Reports were obtained on every 
Maryland resident seen in an outpatient 
psychiatric clinic. 

This is no small achievement, considering 
that some 60 clinics participated in this 
reporting system, submitting data on about 
10,000 patients. This accomplishment re- 
flects the fine cooperation of the personnel 
of the clinics and of the various program 
agencies for mental health : the State Health 
Department, the State Department of 
Mental Hygiene, the Baltimore City Health 
Department, the Veterans Administration, 
and the National Institute of Mental 
Health. As a result it is possible for the 
first time to compute rates of admission to 
and discharge from outpatient psychiatric 
clinics by demographic and diagnostic 
characteristics, to enumerate the number 
under clinic care at any specified time, 
to determine how much and what kinds 
of services outpatients receive, and the dis- 
position made. These data will continue to 
be collected to provide information on 
changing patterns of services for the men- 
tally ill. We are now preparing a compre- 
hensive analysis of the data collected for 
the first year. 

In addition to the reports on its own 
institutional population, the State Depart- 
ment of Mental Hygiene plans to obtain re- 
ports from the Veterans Administration psy- 
chiatric hospital, all private mental hospi- 
tals, and general hospitals which treat 
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psychiatric patients who are Maryland res- 
idents. 

These are the first stages in the collec- 
tion of research information on the distribu- 
tion of mental disorders in a state or com- 
munity. What is the next step ? Those who 
are familiar with services to the mentally 
ill will recognize that although data on 
outpatient and inpatient psychiatric serv- 
ices are essential for mental health program 
planning, there are limitations to the useful- 
ness of separate statistics for each type of 
facility. Today, hospitalization or clinic 
visits may be only one of a long series of 
psychiatric experiences for an individual. 
A person may be referred to an outpatient 
psychiatric clinic for diagnosis, admitted to 
a hospital, discharged to outpatient follow- 
up care, perhaps readmitted to a hospital 
and so forth. Changes in treatment methods 
and hospital policies, and increases in the 
number and kind of psychiatric facilities— 
open hospitals, day and night hospitals, 
half-way houses, psychiatric wards in gen- 
eral hospitals—have resulted in a more com- 
plex and fluid service pattern designed to 
meet more of the particular needs of the 
mentally ill. 

What is the research implication of these 
changes in mental health service programs ? 
The rate of first admission to state mental 
hospitals is less and less useful as an index 
of the incidence of serious mental disorder. 
We can no longer look at only one psychi- 
atric experience of an individual for mean- 
ingful study of the epidemiology of mental 
disorders or of the psychiatric care re- 
ceived. Without collation of information 
reported on the same individual by differ- 
ent facilities, it is not possible to answer the 
following kinds of questions : What is the 
unduplicated count of individuals by age, 
sex, color and diagnosis who are admitted 
to, discharged from or under the care of 
a psychiatric facility within the year ? What 
number of individuals are admitted to a 
psychiatric facility for the first time this 
year ? What is the relative risk of admis- 
sion for each population group ? What pro- 
portion of individuals diagnosed for the 
first time in a psychiatric clinic is subse- 
quently admitted to a psychiatric hospital 
within X years after clinic discharge ? Is 
the number and composition of the psychi- 


atric population seen in psychiatric facili- 
ties fairly constant from year to year, or are 
there substantial increments and decre- 
ments each year ? Are there any urban-rural 
differences in admission rates and subse- 
quent psychiatric experience ? 

The next research step, therefore, logical- 
ly is the development of a coordinated re- 
search file on the inpatient and outpatient 
psychiatric population. Prerequisite for 
such a file is reporting by all of the psy- 
chiatric facilities in an area on each admis- 
sion and discharge, including reporting of 
the patient’s name. The sole purpose of the 
file would be the effective utilization of the 
routine reports from psychiatric facilities, 
for epidemiologic and administrative re- 
search. Plans are underway for such co- 
ordinated reseach on all known psychiatric 
patients in the state. The following types of 
statistical studies are contemplated : 


Incidence of diagnosed mental disorder by 
psychiatric classification, age, sex, color and 
urban or rural residence, based on number of 
individuals who are first reported under care 
of a psychiatric facility during a year. 

Diagnosed prevalence based on undupli- 
cated counts of patients under care of a psy- 
chiatric facility as of a given date or during 
some defined interval of time. 

Longitudinal or followup statistical studies 
of diagnosed cases, based on routine reports 
received from psychiatric facilities. This will 
include, for example, study of changes in diag- 
nosis and psychiatric care for individuals who 
come into the psychiatric population at dif- 
ferent ages, probability of readmission to a 
psychiatric facility within a specified period 
after discharge, etc. Thus we may begin to 
obtain more definitive data on the natural 
history of the various types of mental illness. 

Estimates of the psychiatrically ill popula- 
tion known but not under care during the year, 
based upon various assumptions with regard to 
duration and activity of the illness, sample 
studies of records of the social service ex- 
change, etc. 

Special research such as genetic studies and 
studies of the relation between reported psy- 
chiatric illness and suicide and police cases. 


These statistics will be available not only 
on a statewide basis but also by county 
so that health officers can know the mag- 
nitude and characteristics of diagnosed 
mental illness in their locality. 
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DISCUSSION 


Research of this type and scope, although 
applied to other chronic illnesses such as 
cancer and tuberculosis, has never been 
undertaken before for mental illness, either 
in this country or elsewhere on a statewide 
basis although it is being attempted in a 
number of communities. Reporting proce- 
dures, survival rates and other aspects differ 
in this health field. Methods for the main- 
tenance of the files and for the analysis of 
the data, therefore have to be developed. 

Since practically all of the basic informa- 
tion needed for such a project is now or 
will soon be reported on a current basis, 
there is no question that the efficient use 
of these data as outlined is the next step 
in systematic research on community as- 
pects of the care and treatment of the 
mentally ill. It is a challenging experiment 
and is possible only through the continued 
cooperation of the clinic personnel and 
agencies in this field. 

Now let us lcok, however, still further 
ahead to other progressively more difficult 
research. The individuals who go to psy- 
chiatric facilities may represent a highly 
selected sample of those mentally ill. We 
know that there are long waiting lists for 
admission to some clinics, that not all those 
referred to a psychiatric facility go there, 
that psychiatric illness may be undetected. 
The availability of psychiatric and other 
community facilities, number of hospital 
beds, and admission policies are selective 
factors affecting the number and kinds of 
patients seen. 

Therefore, a still more advanced stage 
of research on the distribution of mental 
disorders is to broaden the base of our data 
in at least some communities. This means 
reports from private psychiatrists, gen- 


eral practitioners, social agencies, courts, 
schools, marriage counselors. Sample house- 
hold interviews represent a still finer screen- 
ing device for case finding of mental dis- 
orders in a total community study. 

Some very difficult methodological prob- 
lems are inherent in such studies : the defi- 
nition of mental illness, case finding meth- 
ods, the determination of the approximate 
date of onset of the disorder and its dura- 
tion and presence or absence at any time. 
Despite difficulties, these problems must 
be solved in order to answer a basic ques- 
tion : What is the relationship between data 
on the mentally ill seen in psychiatric facil- 
ities and mental illness in the general pop- 
ulation ? 

Several one-time community studies have 
already been carried out or are underway 
—studies in Yorkville, New York and in a 
county in Canada are recent examples. 
There have also been two well known 
surveys in Baltimore: the study in 1936 
of mental illness in the Eastern Health 
District by Lemkau, Tietze and Cooper 
based on medical and social agency records, 
and a study in 1952 of mental illness and 
other chronic disability by the Commission 
on Chronic Illness, based on household sur- 
vey and clinic examination of a population 
sample. 

I hope that within several years, a start 
can be made on a continuing study of psy- 
chiatric illness in some Maryland commun- 
ity or communities based on case finding 
methods applied to the general population. 
Such a study could provide more complete 
epidemiologic information than studies 
based on the psychiatric patient population 
alone. In addition, if continued for a num- 
ber of years, such a study could provide for 
the first time prospectively collected data 
on the natural history of mental disorders. 
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FURTHER DEVELOPMENTS IN THE DAY HOSPITAL ' 


T. J. BOAG, M.B., Cu.B.° 


The Day Hospital at the Allan Memorial 
Institute was the first in the field. After 12 
years of operation it exhibited difficulties 
which required an extensive reorganiza- 
tion. In the course of this we examined the 
basic premises on which it operated, and 
took advantage of an excellent opportunity 
to review the history of the day hospital 
as an institution, and the place it occupies 
in the field of psychiatric practice. 


HISTORY 


The many arguments which have been 
advanced to support the notion of the day 
hospital fall under 3 main headings, name- 
ly, economy, preservation of the family 
group and community contacts, and min- 
imizing the ill effects of hospitalization— 
principally over-dependency. 

If one looks at how day hospitals actually 
came to be set up they have developed in 
3 different situations. 

1. As a new part of an existing hospital, 
where something less than full inpatient ad- 
mission is desired. This approach is mainly 
identified with Cameron(1). 

2. As a development from social clubs 
and similar organizations when it is found 
desirable to provide more treatment facil- 
ities. This is seen in its clearest form in 
Great Britain and is identified with Bierer 
(2), who apparently adopted the name day 
hospital from Cameron. 

3. As a manifestation in the terminal 
phases of hospital treatment of inpatients, 
as described, for example, by Gilmore(3) 
and by Barnard et al.(4). Developments 
of this type have tended to remain informal 
and have not stimulated interest and 
growth to the same extent as the first two. 

The first psychiatric day hospital as such, 
was opened by Cameron(1) in 1946. There 
had been informal forerunners of this ex- 
periment, for instance in 1935, Woodall (5) 
treated neurotic patients at Adams House 


1Read at the 115th annual meeting of The 
American Psychiatric Association, Philadelphia, Pa., 
Apr. 27-May 1, 1959. 

2 Assistant to the Director, Allan Memorial Inst. of 
Psychiatry, Montreal, Quebec. 


on a day basis. According to Aron and 
Smith(6), Dr. Helen Boyle admitted day 
patients to the Chichester Hospital in Hove 
as far back as 1938, but no other report of 
this can be found. There is also a report 
of a social club for old people, set up in 
New York in 1943, which grew into a lar- 
ger centre(7). During this period, in Eng- 
land, Bierer(2) was approaching the same 
goal by a different route. From 1944 on, he 
began to think of his therapeutic social 
clubs as leading to something like the day 
hospital and opened his day hospital in 
1948 as a separate institution unattached 
to any parent hospital. Other developments 
in Great Britain have been modeled on 
Bierer’s plan(6), or have followed a similar 
development(8). Others have been mod- 
eled on Cameron’s earlier description, e.g. 
those at the Maudsley and Bethlem Hos- 
pitals described by Harris(9). In North 
America after a slow start, there has been 
steady spread. A day and night centre was 
set up in the Yale Psychiatric Clinic in 
1948-49(3). Moll(10, 11) at the Montreal 
General Hospital first developed a day hos- 
pital modeled on Cameron’s description 
but adapted to a smaller setting, and later 
expanded it in the form of a night centre, 
so that the same space is utilized through- 
out the 24 hours. In 1958 the Day Hospital 
Conference organized by the American 
Psychiatric Association(12) underlined the 
rapid development, and the multiple appli- 
cations of this concept, in many areas of 
psychiatric endeavor. To complete this 
brief historical sketch one should note that 
this new therapeutic setting is being 
adopted by other branches of medicine. 
Cosin(13) set up a Geriatric Day Hospital 
in Oxford in 1955 and in the Royal Victoria 
Hospital a 20-place day hospital for pa- 
tients in the Department of Internal Med- 
icine is a part of the current building pro- 
gram. 


THE DAY HOSPITAL AT THE ALLAN MEMORIAL 
INSTITUTE 


The day hospital at the Allan Memorial 
Institute had remained relatively un- 
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changed in its structure and functioning, 
other than an increase in patient load and 
some improvement of quarters, until 1958 
when it was extensively re-organized, as 
I shall describe. Some aspects of these 
changes have already been reported else- 
where(14, 15). From the start in 1946, 
the day hospital was set up as a consciously 
planned experiment in the provision of a 
new treatment setting. It was an integral 


part of the Institute and accounted for a 


sizeable proportion of the patient load, 
At the start, with 20 places, it carried one 
third of our hospitalized patients. In 1954, 
when the Institute expanded, the day hos- 
pital grew to 40 places maintaining the 
same ratio. 

To convey a clear picture it is necessary 
to outline the overall setting. The Allan 
Memorial Institute is, itself, part of a gen- 
eral hospital. The Institute is entirely open. 
At the most, about one-quarter of our day 
hospital patients have been transferred 
from the inpatient side. The day hospital 
does not operate only as a half-way house 
on the way to discharge but as one estab- 
lished resource in the hospital with its own 
sphere of usefulness. Patients are trans- 
ferred actively in and out of it according 
to their current requirements. All forms of 
physical treatment are available on the 
day hospital except deep insulin coma. 
Patients are not selected in terms of diag- 
nostic category. The principal criteria are 
their ability to travel, and the feasibility 
of their continuing to live at home during 
treatment. At times when there is a large 
waiting-list for inpatient beds, it is neces- 
sary to treat seriously disturbed patients 
who would normally be admitted day and 
night. As well as drawing on the general 
services of the Institute, clinical respon- 
sibility for patients is divided among 4 
public ward services, each of which has 
patients on all wards, including the day 
hospital. This division of medical respon- 
sibility for the group as a whole, means 
that the nurses on the day hospital oc- 
cupy a central position in its social struc- 
ture(14). 


REORGANIZATION 


The reorganization in January 1958 was 
brought about by difficulties of which we 


had become increasingly aware during 
the previous two years. In spite of the 
demonstrable usefulness of the day hospital 
over the years and the devising of tech- 
niques to manage a wider range of patients, 
we had begun to experience growing dif- 
ficulty in maintaining an adequate level 
of occupancy. We were well aware of a 
number of contributing factors which were 
beyond our control. There had been a 
steady growth of other psychiatric facili- 
ties in the city. The major hospital insur- 
ance schemes refused to recognize the day 
hospital for insurance payments so that 
treatment there cost an insured patient 
more out of pocket than if he was admitted. 
We had developed a range of ambulant 
treatment facilities in the Institute and 
these were to some extent competing with 
the day hospital. A further reason, of which 
we were not aware when the reorganiza- 
tion started, but which became obvious as 
it proceeded, was the need to formulate 
a program on the day hospital which was 
specific to it, and therefore, capable of 
attracting its own category of patients. With 
some slackening of the pressure for admis- 
sion due to the first 3 causes, this last be- 
came decisive. 

The reorganization primarily took the 
form of integrating within the day hospital 
the other ambulant treatment facilities 
which had developed separately. We had 
developed a program of outpatient follow- 
up psychotherapy to deal with problems 
that had been investigated, defined and ini- 
tially worked on during the patient’s brief 
stay in hospital. The new organization en- 
abled us to co-ordinate this therapy with 
other elements of a more extensive thera- 
peutic program. We had, many years be- 
fore, established a therapy unit, which pro- 
vided physical treatments for outpatients. 
We had found it useful in the therapy unit 
to institute an evening clinic where these 
patients could come after work, usually for 
ECT or somnolent insulin, thus avoiding 
time off work. The special schizophrenic 
follow-up program aimed at maintaining 
therapeutic contact with schizo- 
phrenic patients throughout a long period 
of rehabilitation—a minimum of 2 years 
and much longer in some cases. Another 
special group of patients chosen for long- 
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term contact were those who had ex- 
perienced recurrent depressions, usually 
of the manic-depressive group with re- 
peated admissions and disruptions of fam- 
ily life and work. These patients are carried 
on prophylactic ECT as originally de- 
scribed by Stevenson and Geoghegan( 16). 
We eventually extended this to recurrent 
and relapsing depressions in the involu- 
tional period. More recently we have set 
up a similar group of geriatric patients 
who are followed over a prolonged period. 
Another activity which was integrated was 
the use of the occupational therapy depart- 
ment. This had become increasingly used 
for patients to follow up a new interest 
developed in hospital, on a part-time basis 
following discharge from the phase of in- 
tensive inpatient treatment. Here an in- 
creasing number of old people attended 
regularly as groups. In addition to normal 
case work, there had developed within the 
social service department a special volun- 
teer program which provided well-mo- 
tivated and suitable volunteers who ex- 
tended the help of a friendly relationship 
to patients who specifically needed this 
during the post-hospital phase of resettle- 
ment. 

Other activities within the hospital, while 
not actively integrated in the program, 
were closely coordinated with it when re- 
quired. These included referral to small, 
closed, long-term psychotherapeutic groups 
in the extension department and member- 
ship in our ex-patients’ social club. Co-op- 
erative ventures with various outside agen- 
cies provided us with help, e.g. the rehabil- 
itation centre for vocational problems, and 
a program established with the help of the 
Victorian Order of Nurses to provide a 
home visiting service for patients on am- 
bulant treatment. 

These activities had grown to the point 
where they needed space and staff which 
simply were not available. An initial ad- 
vantage of integration was the creation of 
a larger unit within which space and staff 
could be used more flexibly and efficiently. 
An ultimately more important advantage 
was making these services readily avail- 
able in combination with one another or 
with some part of the full-time day hospital 
program. We aimed at providing services 
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on a continuum from full-time day hospital 
care (9 a.m. to 5 p.m. 6 days weekly) to 
occasional widely-spaced visits. A suitable 
grouping of treatment could be prescribed 
to fit the needs of each patient. In formu- 
lating the range of services it was necessary 
to define the limits of the continuum. At 
one end it faded off into complete loss of 
contact with the hospital, but at the other 
we had to make some statement as to the 
services that should be provided for full- 
time day hospital care. In doing this we 
were led to a reformulation of the basic 
premises underlying management of the 
full-time day hospital setting and, subse- 
quently, to radical changes in the setting. 
These changes set up new sequences of 
change which had not been predicted at 
the start. 

At the time, our prediction was that it 
might shrink still further or might even 
cease to exist, being replaced by more and 
more part-time treatment. However we 
had to consider what the characteristics 
of such a full-time setting should be and 
whether it was possible to devise a program 
that would be specific to it, and different 
from an outpatient clinic, on the one hand, 
and full-time inpatient treatment, on the 
other hand. It was clear that we must pro- 
vide for orthodox “medical” treatment, 
including physical treatments, sedation, 
adequate physical examination and investi- 
gation, care of confused patients, etc. These 
were necessary parts of a comprehensive 
treatment program, and, in addition, we 
had to care for a certain number of dis- 
turbed and confused patients awaiting in- 
patient beds. However, in these traditional 
activities there lay the risk of provoking 
excessive dependency needs. The absence 
of a bed disrupted the traditional roles 
of the hospital patient and of the nursing 
staff. Activities oriented around bedside 
nursing were not appropriate to the situa- 
tion of a patient on the day hospital, and 
it was necessary to put something in their 
place if healthy interactions were to be 
possible. We started with the working as- 
sumption that for the majority of patients 
referred to the day hospital the develop- 
ment of multiple relationships within a 
group was not only possible, but was also 
therapeutically desirable. It was therefore 


| 

% 


804 


necessary to foster development of a strong 
democratic group structure on the ward, 
the activities of which led away from de- 
pendence on the hospital, and towards 
establishment of progressive defences, and 
independent and responsible functioning. 
Such development was conceptualized as 
occurring in 4 steps. 

1. Undertaking activities together so 
that a structured group with strong rela- 
tionships between its members could, in 
fact, develop. 

2. Discussion of these activities and ver- 
balization of the emerging interactions. 

3. Interventions by the staff lending sup- 
port and prestige to the idea of progression 
towards independence and encouraging a 
“psychological” attitude, i.e. perception of 
daily events and interactions on the day 
hospital as an acting out of the patients’ 
internalized conflicts. 

4. Working toward reality solutions, in 
the spheres of work, family life, develop- 
ment of new sublimations, etc. 

In practice, these changes were imple- 
mented by the introduction of a program 
of group activities which later developed 
and changed as the day hospital developed 
a social structure of its own and methods 
of expressing demands and formulating 
new institutions to satisfy them. 

First, and most important of these ac- 
tivities was the discussion hour. This took 
place daily from 1 p.m. to 2 p.m. and was 
attended by all patients who could be 
persuaded to come and all nursing staff 
who were free. It was conducted by the 
head nurse, the central figure in the social 
system of the day hospital. In so far as the 
discussion hour served as the principal 
arena within which the issues of life on the 
ward could be thrashed out it was impor- 
tant that her role within the group con- 
form to the reality of her day-by-day posi- 
tion in the day hospital. We did not ex- 
pect the nurses to offer deep interpretations 
of unconscious behaviour. Their general 
aim was to orient patients towards under- 
standing, towards rehabilitation and inde- 
pendence, and to the use of other sources 
of help available in the hospital. 

Other groups met less frequently, usually 
weekly, and by and large served the pur- 
poses of Step 4, i.e. working towards real- 
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ity solutions. A socio-drama session was 
devoted to acting out current situations on 
the day hospital or from life outside. For 
patients who were not ready to deal with 
current reality situations, the showing of 
psychiatric movies offered more neutral 
visual stimuli and opportunities for iden- 
tification. On the basis of individual needs 
patients were referred to a number of 
special groups under the leadership of 
social workers, each dealing with a par- 
ticular problem area. For example, the 
“work group” dealt with problems of em- 
ployment, not only realistic difficulties in 
obtaining work and the offering of direct 
help and guidance in this, but, also, such 
questions as the meaning of work in our 
society, and the specific blocks and difficul- 
ties of individual patients. Another such 
group dealt with family problems and an- 
other with problems of social isolation. 

Other activities were started with the 
help of the occupational therapy depart- 
ment and volunteers utilizing social and 
diversional content to structure the group 
and its daily routine. 

These examples must suffice to give some 
idea of the content of the program. 


RESULTS 


During the early stages, we were con- 
cerned about the effect on the group 
structure of the day hospital of dilution 
with large numbers of part-time patients 
and the disruption of activities by the in- 
crease in traffic. We feared that the group 
might disintegrate under these conditions 
so that we would be left with a hetero- 
geneous collection of patients, meeting 
one another irregularly, and developing 
only tenuous relationships. However, there 
were also signs that the group, faced with 
this threat to its existence, began to tighten 
its boundaries, became more exclusive, and 
emphasized the differences between full- 
time day hospital patients and part-time 
patients. Before the precarious balance 
between these two effects was resolved it 
ceased to be a relevant issue, as a new and 
unexpected phenomenon appeared. The 
initiation of the activity program among the 
full-time patients produced a remarkable 
revitalisation of this group, and a period of 
rapid growth commenced. The new ac- 
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tivities served as a framework within which 
spontaneous developments occurred and 
these were accompanied by a rise in oc- 
cupancy and an upsurge of new referrals. 
Within 3 months, we had, for the first time 
in years, a waiting list for full-time admis- 
sion. The improvement in morale showed 
itself, not only in patients, but also in the 
staff. Staff members who had initially been 
skeptical and resistant were won over and 
became active participants. Its relevance 
to the needs of patients was attested not 
only by the more numerous referrals but 
also in the increased readiness of patients 
to accept treatment on the day hospital 
and to maintain their attendance. 

These changes, of course, had their im- 
pact on other parts of the hospital. The 
day hospital acquired a new prestige and 
patients were increasingly willing to be 
transferred to it. Patients on other wards 
pressed to join in activities set up on the 
day hospital and to adopt them on their 
own wards. The program stimulated inter- 
est among nursing staff in the possibilities 
of milieu therapy on other wards. 

These rather dramatic developments 
have overshadowed to some extent the 
other changes and the consolidation of a 
smooth and more flexible integration. 
Other unpredicted factors which have in- 
fluenced the situation are the use of tran- 
quilizers and the recent introduction of safe 
and effective anti-depressant drugs which 
have diminished the number of physical 
treatments given. These developments have 
served to emphasize the need to maintain 
flexibility and an open mind to new devel- 
opments. They emphasize the importance 
of setting up new services in such a way 
that they are not rigidly tailored to the ap- 
parent needs of the moment, but can grow 
and respond to the changing patterns of 
therapeutic needs and techniques. The day 
hospital now offers us the possibility of 
combining a wide range of different types 
of treatment into complex patterns which 
are tailored to the needs of the individual 
patients and can be readily varied as these 
needs change. With this resource we can 
treat many patients who otherwise could 
not be carried in a short stay hospital. 


Discussion 


Such changes as I have described must 
be seen against a wider canvas. Historical 
developments led to the growth of the large 
state hospitals in North America which deal 
with the largest group of psychiatric pa- 
tients. More recently, another kind of psy- 
chiatry grew up, to some extent practiced 
in clinics, but largely associated with pri- 
vate practice. In a recent paper Maclver 
and Redlich(17) pointed up the lack of 
contact between these two areas of prac- 
tice to the point where we have a different 
kind of psychiatrist inhabiting each camp. 
The existence of these widely separated 
concentrations makes it all the more im- 
portant to explore the hinterland between 
them. The day hospital should be seen as 
one of the attempts to formulate treatment 
settings which offer more control and 
protection than office psychotherapy with- 
out going to the other extreme of depri- 
vation of civil rights and commitment to a 
closed hospital. Although others had used 
such part-time treatment informally earlier, 
Cameron’s setting up of the day hospital in 
1946 initiated a new series of developments 
because it set up an empirically defined 
unit on a regular and continuing basis, be- 
cause an attempt was made to delineate 
for it a particular area of usefulness, be- 
cause it represented a practicable and self- 
supporting service which satisfied a com- 
munity need, and because he devised an 
elegant and evocative title for it. The con- 
siderations adduced emphasize the im- 
portance of defining the characteristics of 
such experimental settings as clearly as pos- 
sible so that their performance may be 
evaluated, of formulating a rationale for 
their mode of functioning, and of setting 
them up from the beginning so as to en- 
courage the emergence of new permuta- 
tions and combinations in response to 
changing needs from within or without. 


SUMMARY 


The day hospital is one of a series of 
experiments in devising new psychiatric 
treatment settings. It has been a useful 
and productive development. The models 
created in different centres differ widely 
in their general applicability, their clinical 
usefulness, and their theoretical interest. 
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The first day hospital was set up at the 
Allan Memorial Institute in 1946, and in 
1958 was reorganized to provide services 
in combinations matched to the individual 
patients and readily varied as necessary. 
Coincidentally a re-examination of its so- 
cial structure led to an activity program 
which produced marked changes. These 
changes not only remedied current diffi- 
culties operating the day hospital but 
also greatly extended its range of useful- 
ness. 
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HOME TREATMENT OF PSYCHIATRIC PATIENTS ' 


T. T. FRIEDMAN, M.D., PHYLLIS ROLFE, M.S.S., anp STEWART E. PERRY, A.B.” 


The mental! hospital is no longer thought 
of as the center of treatment where people 
can be “factory rebuilt.” More and more at- 
tention is being given to before-care and 
after-care management of mental illness. 
Taking account of the therapeutic value 
of social factors we can speak of “social 
treatment.” The wider implications of such 
management, together with the work on 
the cultural and family aspects of mental 
illness, have helped develop the practice 
of social psychiatry. In social psychiatry 
there is an attempt to integrate the process 
of case finding, referral, diagnosis, treat- 
ment and after-care, whether in the clinic, 
the hospital, the home or the community. 
Notable examples of programs aiming in 
this direction exist in Amsterdam, Holland 
(1), and also Worthing, England(2). In 
both these instances the cornerstone of the 
system has been a home visiting service 
wherein psychiatrists and social workers go 
directly to the home of patients for emer- 
gency care or they may return regularly for 
treatment and supervision, where indicated. 

In September of 1957 a Psychiatric Home 
Treatment Service, a pilot project, spon- 
sored by the NIMH under the initiation of 
Dr. Walter E. Barton and Dr. James Mann, 
was established at Boston State Hospital 
for that section of the City adjacent to the 
hospital. This area consists of a lower mid- 
dle-class_ residential section, containing 
80,000 people. Potential case-finding agents 
in the area, such as family doctors, social 
agencies and clergymen, were notified that 
a psychiatrist and social worker would 
make home visits to families that had a 
member with serious mental illness where 
hospitalization was being considered. 

The 3 criteria for acceptance of a case 
were: residence in the designated area ; 
age 16 to 60; and serious mental illness. 
The aim of the Service was to provide bet- 
ter management of mental illness at a time 
of stress and to see if appropriate alter- 


1 Read at the 115th annual meeting of The American 
Psychiatric Association, Philadelphia, Pa., Apr. 27- 
May 1, 1959. 

2 Boston State Hospital, Boston, Mass. 


natives to hospitalization might be possible. 

Clinical personnel originally consisted of 
a psychiatrist and social worker, but there 
have since been added another social work- 
er and two psychiatric nurses. 

Sixty cases were accepted during the 
first 15 months of operation. In each in- 
stance, the doctor and social worker went 
to the home of the patient. In the first part 
of the visit they conducted a family inter- 
view with everyone present. Then the social 
worker went into another room with the 
rest of the family while the psychiatrist 
interviewed the patient by himself. Fol- 
lowing this, the doctor, social worker, and 
the whole family again got together to 
discuss what should be done immediately. 
The most common decision was that several 
more diagnostic interviews would be con- 
ducted before a disposition was recom- 
mended. An effort was made to encourage 
the patient or family to make use of any 
agency that had been therapeutic for them 
in the past. Attention was also given to the 
social pressures such as financial instability, 
legal problems, and alcoholism that com- 
plicated the management of the mental 
illness. Both the doctor and the social work- 
er have an opportunity to see the patient 
in his everyday environment with the 
people most important to him, and can 
jointly have a better grasp of the whole 
problem. 

Of the 60 patients referred, 22 came from 
community agencies and clinics, 19 from 
family doctors, 12 from the family, 5 from 
the clergy, one was self-referred, and one 
from a housing project manager. Of this 
group, 40% were hospitalized and 60% were 
able to remain in the community. The 
majority of those hospitalized were persons 
with acute schizophrenic reactions, mostly 
of the paranoid type. Most of the others 
were psychotic depressives. In one half 
the hospitalized cases alternatives to hos- 
pitalization were vigorously pursued with 
the use of drugs, frequent home visits, and 
attempts at outpatient care. When definitive 
care was not possible at home, the task for 
the team was to smooth the way to the 
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hospital, overcome the patient's and family’s 
resistance to such a plan, arrange for trans- 
portation, and sustain the family and pa- 
tient if hospitalization had to be delayed. 
Much confusion and stress can be generated 
around hospitalization. For example, family 
doctors report that this is a difficult problem 
and appreciate a psychiatric consultant who 
comes to the home much as they would ap- 
preciate having a surgeon come down for 
a question of an acute abdomen. The 
social worker is also on the home scene 
to help deal with the family’s anxieties and 
other serious social consequences of the 
mental illness, as well as the financial 
problems, the question of child placement 
and homemaker services. 

Sixty percent of the cases referred were 
able to remain at home. In about half this 
number, the psychiatrist judged in retro- 
spect that hospitalization was imminent ; 
in fact most of them had been in the hos- 
pital in the past. In some instances the 
family had called the hospital to request 
admission, and in one case the patient had 
appeared in the Admitting Room of the 
hospital. When patients had been hos- 
pitalized before, the family and their doctor 
often think of rehospitalization as the quick- 
est solution to a new crisis. These in- 
dividuals could be loosely designated as 
borderline in reference to the severity of 
their illness and efforts had to be directed 
to preserving their defenses and sense of 
reality. In some instances there was the 
opportunity to deal with those aspects of 
the family relationship which were aggra- 
vating the illness. If psychotherapy was in- 
dicated it was necessary to find the clinic 
or therapist that was available, to convince 
the patient and the family of the necessity 
for psychotherapy, and then to keep the 
patient and the family on an even keel, 
sometimes for many weeks, until therapy 
could begin. In other instances the Home 
Service itself could provide psychotherapy 
at home to at least restore equilibrium. A 
great deal of time was spent on the tele- 
phone to coordinate the activities of the 
many agencies needed to solve the complex 
problems faced by the family and the 
patient. 

About half the people who remained 
outside of the hospital were judged by the 


psychiatrist in retrospect not to have been 
imminently hospitalizable. The presenting 
problems included alcoholism, exacerba- 
tions of chronic family conflicts, and the 
appearance of increased symptoms in those 
with long-standing emotional problems. 
Several children in these families were 
found to be very disturbed. Obtaining treat- 
ment for them had been rendered quite 
difficult in the past by the parents’ in- 
ability to cooperate in such treatment. In 
these families the availability of a Home 
Service is important because of episodic 
crises and the need to prevent hospitaliza- 
tion which, in the long run, would not alter 
the basic social pathology. Such people 
have to be sustained from time to time with 
visits by the doctor, the nurse, or the social 
worker. 


Case: 19-year-old college girl re- 
fused to leave her home for several months 
because of severe anxiety, somatic delusions, 
and fear of losing control of her impulses. She 
had been in outpatient psychiatric treatment 
for 5 months but had broken off treatment and 
was unable to return. Her family doctor tried 
drugs, without success, and was considering 
hospitalization when he referred the family 
to the Home Treatment Service. Joint and 
separate interviews at home revealed the par- 
ents’ fear that psychiatric interviews had been 
making the patient worse. It was decided to 
remotivate the girl for outpatient therapy and 
to involve the parents in such a treatment 
plan. Home Treatment visits were made once 
a week for 3 months, with the psychiatrist 
seeing the girl, and the social worker seeing 
the parents, with frequent family conferences. 
The girl's symptoms improved and she was 
able to return to the outpatient clinic which 
had been kept informed of her progress. The 
mother was convinced of the need to see a 
social worker and to participate in the treat- 
ment. 


Some of the differences between seeing 
people at home and seeing people at a 
clinic are worth noting. For example, a 
patient’s initial resistance and motivation 
to participate in outpatient therapy, neces- 
sarily of great importance in the clinic 
setting, is not a crucial issue for a Home 
Service. Therefore, persons who are inac- 
cessible to outpatient therapy, or who have 
broken off treatment and are becoming 
more ill, can be seen by a Home Service. 
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Environmental and social manipulations 
are often hit-and-miss procedures in an 
outpatient setting ; however, in the home, 
where everyone concerned can be con- 
sulted and a personal] relationship made to 
the family, such manipulations are on surer 
ground and perhaps deserve the name of 
social prescriptions. 


SUMMARY 


The present report refers to 60 cases seen 
in the first 15 months of a small Home 
Treatment Service. The doctor, accom- 
panied by a social worker, functions as a 
general practitioner-psychiatrist, working 
primarily in the home and collaborating 
directly with community agencies. Inacces- 


sible patients can be reached at home for 
either brief or long-term therapy, and 
families may be directly included in the 
treatment process. Appropriate alternatives 
to hospitalization can be worked out and 
numerous agencies helped to coordinate 
their function in helping a family. A Home 
Treatment Service also provides an op- 
portunity for mental health education to 
families, doctors and social agencies around 
concrete situations and on a personal basis. 
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THE MENTAL HOSPITAL : 
CORNERSTONE FOR COMMUNITY PSYCHIATIC SERVICES 


FRANCIS J. O'NEILL, M.D.? 


At the last annual meeting of the Ameri- 
can Psychiatric Association held in San 
Francisco, the presidential address contained 
statements and allegations which have pro- 
duced tremendous reaction from the mem- 
bers of this organization associated with 
mental hospitals. Before discussing these 
statements and their effect upon the care 
of the mentally ill, I should like to go on 
record along with most of my colleagues 
in the mental hospitals as being heartily in 
favor of the development of diagnostic and 
treatment facilities at the community level. 
If one examines the record he will find that 
the public mental hospitals in the past 
have been almost the only agencies pro- 
viding psychiatric services to local com- 
munities. Although not required by law, 
most of our public mental hospitals have in 
the past recognized the great need for 
community level facilities and have at- 
tempted in spite of meager staffs and other 
handicaps to provide some form of mental 
health clinic for the communities served. 
Few of us will claim that these services 
have been adequate. However, until quite 
recently they were almost the only public 
facilities available for early diagnosis or 
treatment in the community. We well recog- 
nize that early diagnosis and treatment of 
mental illness at the community level is the 
great need in psychiatry today. 

Our mental hospitals were originally 
founded with the belief that they could 
provide short term definitive treatment for 
mental illnesses. The annual reports of early 
mental hospitals, reveal this hope expressed 
as a reality. Mental hospitals vied with 
each other in publishing high rates of 
recovery from mental disease. It soon be- 
came evident that these recovery rates were 
not real but rather the result of releasing 
unrecovered patients who often were re- 
admitted within a few days of discharge. It 
required almost a hundred years of largely 


1 Read at the 115th annual meeting of The American 
Psychiatric Association, Philadelphia, Pa., Apr. 27-May 
1, 1959. 
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custodial care before a genuine improve- 
ment in the release rates of our mental 
hospitals occurred. Those of us who are 
in close touch with developments in the 
public mental hospital are enthusiastic 
about the profound changes that are now 
taking place—changes which I personally 
believe indicate that the mental hospital 
will continue to play the dominant role in 
providing care and treatment for the men- 
tally ill of America in the future. As a 
result of what is developing in our hos- 
pitals, I believe that a general change from 
custody responsibility to an active treatment 
program is in the offing. 

In this country it has been the philosophy 
that mentally ill persons who fail to adjust 
in the community should be cared for in 
mental hospitals until such time as their 
symptoms would permit readjustment in 
the community. The public has not been 
tolerant of the disturbed mentally ill person 
in the community. Huge sums of money 
have been spent for institutional care. But 
in many instances the amount provided has 
not been sufficient to permit the public 
mental hospital to provide more than a 
token of custodial care. 

The lack of definitive treatment facilities 
within the framework of our mental hos- 
pital systems is a result of the backward 
position of psychiatry in the field of therapy. 
While other branches of medicine have 
made tremendous strides in developing 
therapeutic tools, we in psychiatry have 
been largely preoccupied with providing 
custodial care for huge numbers of mentally 
ill persons. Within the past 10 years, how- 
ever, there has been a stimulating change. 
New therapeutic tools are being developed 
which make it possible to treat fairly ade- 
quately substantial numbers of patients 
who formerly were untreatable. 

The slow progress in developing thera- 
peutic tools has been due to the paucity of 
research facilities. In this area psychiatry 
is far behind other branches of medicine. 
Other medical problems have been solved 
as a result of intensive research. The same 
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will be true in psychiatry. It is significant 
that we are now beginning to see the 
development of research units in the mental 
hospitals in this country. In the past few 
years, many such units have been estab- 
lished and the benefits from their activity 
are already being realized. Mental hospital 
research has been a vital factor in the recent 
advances achieved in psychiatry. The use 
of the public mental hospital as a research 
center is a logical step and should have 
been developed a long time ago. These 
institutions carry the load of care of the 
mentally ill of America. Their resources in 
research material cannot be matched in 
any other setting. If effective treatment 
methods are to be developed they must be 
developed within the mental hospital. 

With the introduction of the concept of 
liberalization in mental hospital care during 
the past few years there has been a decided 
change in the hospital atmosphere. Time 
does not permit me to go into details 
concerning the progress that has been made 
as a result of the concept of the open hos- 
pital alone. The enthusiasm with which this 
progressive step has been accepted by 
psychiatry and other disciplines is most 
assuring. However, liberalization of care 
with its attendant benefits is not something 
which is accomplished in a vacuum. Its 
success depends upon the hospital’s re- 
lations with the community and the inte- 
gration of hospital and community is an 
essential element in this new philosophy. 
As a natural outgrowth of such integration 
the mental hospital must assume a respon- 
sible role in providing community level 
psychiatric care. Some of our psychiatric 
philosophers may feel that our mental hos- 
pitals are not equipped to play this role. If 
they are thinking of the hospital of 10 years 
ago they are probably correct. The newer 
concept of the hospital’s responsibility to 
the community is, I believe, well-illustrated 
by what has been going on in many areas 
in Great Britain and to a lesser extent in 
the United States in the past 10 years. 

British psychiatry 10 years ago was faced 
with the same problems as psychiatry in 
America. Their institutions were largely 
custodial and isolated from the community 
served. As a result of social changes and 
under the leadership of some inspired psy- 


chiatrists many of the British public mental 
hospitals have developed community men- 
tal health services which provide a total 
mental health program with the mental 
hospital as a center. Those of us who have 
been fortunate enough to see these British 
programs first hand are assured that the 
public mental hospital has an important 
role to play in community psychiatry. 

Critics may point out that there is a 
difference between the mental hospital sys- 
tem of Britain and that of the United States. 
In general our hospitals are larger and to 
some extent more isolated from their catch- 
ment areas. This is a distinct disadvantage 
but not an insurmountable one. Communi- 
cation and transportation are changing so 
rapidly that distance is not the formidable 
barrier of the past. If one examines the 
location of our public mental hospitals it 
is found that many of them are in heavily 
populated areas and well-situated to deal 
directly with their local communities. The 
greatest difficulty is that confronting the 
large metropolitan hospitals, which are 
frequently located some distance from the 
areas served. Integration of these hospitals 
into a community program requires exten- 
sive planning and perhaps reorganization. 
This same problem confronted British psy- 
chiatrists in London. They have found a 
partial solution in the development of ex- 
tensions of the mental hospitals in the heav- 
ily populated metropolitan districts. Perhaps 
we will be able to follow their example 
although admittedly this is not an easy 
problem to solve. 

In general, community mental health 
services in Great Britain have been develop- 
ing around their public mental hospitals. 
The staff of the mental hospital services 
the community clinics, day-care center and 
welfare homes and provides psychiatric 
consultation to the psychiatric divisions of 
the general hospitals. The fact that medicine 
is socialized in Britain has undoubtedly 
facilitated the development of this well- 
integrated total community psychiatric serv- 
ice. 

There are several outstanding examples 
of total community mental health services 
centered around mental hospitals in Great 
Britain. Most of them have many elements 
in common but all of them have the ob- 
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jectives of providing easy access to psy- 
. chiatric care. These programs tend to 
encourage a continuity in patient care 
whether it is rendered in the home, in a 
community facility or in the mental hospital. 
The development of these hospital centered 
community programs has profoundly 
changed the structure of the hospitals asso- 
ciated with them. Admission rates to hos- 
pitals have greatly increased, duration of 
hospital residence has been shortened and 
early diagnosis and treatment appears to be 
a reality. 

As an example of what has happened to 
a mental hospital with a good community 
program, may I take the liberty of pointing 
to one British institution, Mapperley Hos- 
pital in Nottingham. The community pro- 
gram associated with this hospital has been 
built up during the past 10 years. Map- 
perley is a relatively large hospital for 
Britain, having about 1,100 beds. It is 
completely open with almost 100% voluntary 
patients. The average stay of a newly ad- 
mitted patient is about 4 weeks. The mem- 
bers of the staff of the mental hospitals 
carry responsibility for a community pro- 
gram including a variety of clinics, domi- 
ciliary consultations and psychiatric services 
in the general hospital. Prior to the institu- 
tion of the community program, Mapperley 
admitted less than 300 patients a year, 
during 1956 the admission rates had in- 
creased to over 1,500 patients a year. In 
spite of this, the actual number of patients 
in the hospital had decreased from 1,100 
in 1945 to 1,050 in 1956. From this it can 
be seen that where the mental hospital is 
a center for community psychiatry there 
may actually be a decrease in the population 
of the hospital in spite of a tremendous 
increase in yearly admission rates. 

In the United States several of the states 
have begun to develop community mental 
health services. For the most part, however, 
the existing mental hospitals are not part 
of this new development. To me this is an 
unfortunate trend. If we are to provide 
community psychiatric services geared to 
future development of treatment methods, 
there should be a close integration of all 
public health services. Our established 
mental hospitals with their professional 
staffs, training facilities and diagnostic 


equipment should be a logical center for 
these new services and would undoubtedly 
be able to bridge some of the serious gaps 
which now impede their development. Such 
an arrangement would not necessarily inter- 
fere with the private practice of psychiatry 
which is developing so rapidly in this coun- 
try. Safeguards should be built into these 
programs so that those who are able to pay 
for private psychiatric care would not be 
diverted from private facilities. 

The present trend toward development 
of community level psychiatric care is an 
encouraging one. Any attempt to separate 
such programs from existing mental hospital 
programs would set up artificial barriers 
between the community and the hospital, 
nullifying many of the hard-won achieve- 
ments of recent years in hospital-community 
relations. Public education is making ac- 
ceptance of psychiatric treatment a reality. 
It would certainly be a step backward to 
undermine this growing public confidence 
through the establishment of a confusing 
and completely illogical dichotomy in psy- 
chiatric services. 

In the light of our present knowledge, we 
must recognize that there are a substantial 
number of mentally ill persons who develop 
chronic diseases even when early diagnosis 
and treatment is available. Dr. Solomon in 
his address indicated that he was of the 
opinion that new facilities should be estab- 
lished devoted to care and custody of the 
chronic psychiatric patient, largely divorced 
from psychiatric care and supervision. This 
suggestion is probably the most difficult for 
the mental hospital psychiatrist to accept. 
We have been dealing with the chronic 
patient for a long time. Those of us who 
have been in institutional psychiatry since 
before World War II recognize that there 
is now a distinct change in prognosis of the 
chronic patient. Cases formerly considered 
hopeless are now being successfully treated, 
although not totally recovered, as ‘a result 
of one or another of the treatments avail- 
able. Many patients with prolonged hospital] 
residences are being returned to the com- 
munity in an improved condition. The 
tranquilizing drugs are playing an important 
role in this development. Mental disease in 
general has a tendency toward chronicity. 
If we are to follow Dr. Solomon’s suggestion 
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and abandon the chronic patient to some 
other discipline we would be false to our 
medical responsibilities. This is not dis- 
similiar from the suggestion that cancer is 
incurable. Our hope for successful treatment 
of mental illness lies as much in the de- 
velopment of effective treatment for the 
chronic patient as the development of com- 
munity facilities for early diagnosis and 
treatment. The chronic mental patient is a 
medical responsibility and I am sure that 
American psychiatry will not abandon him 
to the care of educators, public health per- 
sons, sociologists or city planners as recom- 
mended by Dr. Solomon. I hope that we 
have passed the stage of therapeutic nihil- 
ism in psychiatry. To give up our responsi- 
bility for any segment of the mentally ill 
population would be to return to the dark 
ages. 

Admittedly our mental hospitals are suf- 
fering from the lack of professional person- 
nel at all levels. This I do not believe is 
the fault of the hospitals but rather an 
indication of economic circumstances and 
perhaps a changing attitude on the part of 
physicians in general. I do not want to be 
put in the position of criticizing my own 
profession but there are indications that 
physicians in general are becoming more 
interested in the economic return in practice 
than they were a few generations ago. Local 
communities are having to establish emer- 
gency medical services because physicians 
do not appear to be assuming their full 
responsibility for answering the call of the 
sick person regardless of economic circum- 
stances. Public opinion polls indicate that 
the economic interests of the physician have 
materially lowered his status in the eyes 
of the public. In general, medicine is no 
longer looked upon as a calling of service 
but one of economic security, and service 
in the public mental hospital is not eco- 


nomically attractive to the graduates of 
American medical schools. Perhaps this is 
the fault of our governing bodies. I have 
personally felt for a long time that to 
attract better qualified persons to the field 
of psychiatry, we would have to compete 
salary-wise with private practice unti] such 
time as there is again an oversupply of 
medical gradua*es. { am sure that the men- 
tal hospitals have much to do to make their 
services attractive to young graduates. The 
development of a total community program 
around the mental hospital would certainly 
eliminate many of the professional handi- 
caps of the past. 

In closing, may I say that the mental 
hospital psychiatrists have been greatly 
disturbed by what they believe is unjust 
criticism of their professional work. Ten 
years ago we might have accepted this 
criticism without response as it would have 
been justified. Today, however, our mental 
hospitals are undergoing such a profound 
and progressive change as a result of the 
several new developments previously men- 
tioned that we cannot accept this type of 
criticism as valid. For many years mental 
hospital psychiatrists have worked to de- 
velop public confidence and to achieve the 
highest possible level of service in the 
community and in the institution. Much of 
their achievement has been against great 
odds. It is time for us to be realistic. We 
must not wipe out what has already been 
accomplished. There is room in psychiatry 
for difference of opinion but we should 
not permit these differences of opinion to 
destroy public confidence or to impede the 
development of adequate services to the 
mentally ill person, whether his illness is 
incipient, acute, or chronic. There may be 
schisms in psychiatric philosophy, but there 
must be no schisms in service. 
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A PROPOSAL FOR A COMMUNITY-BASED HOSPITAL 
AS A BRANCH OF A STATE HOSPITAL * 


WILFRED BLOOMBERG, M.D.? 


On any given day there are, in the pub- 
licly supported hospitals for mental diseases 
of this country, between 600,000 and 700,- 
000 patients. An enormous number of these 
patients have been hospitalized for many 
years. There is repetitive evidence that once 
a patient has remained in a large mental 
hospital for two years or more, he is quite 
unlikely to leave except by death. He 
becomes one of the large mass of so-called 
“chronic” patients. 

If one believes, as I do, that this “chro- 
nicity” in mental illness is a reflection, not 
of the nature of the disease, but of the at- 
titudes of family and community, and, later, 
of the structure of the hospital and the 
methods by which we care for such pa- 
tients, one is confronted with a problem 
which many of us as psychiatrists have 
refused to face realistically. I am aware 
of the progress that has been made in many 
places in creating movement among this 
group of so-called chronic patients. From 
the time of Dr. Abraham Myerson’s “total 
push” technique to the recent emphasis 
on “remotivation,” many and varying ef- 
forts have been made. Tranquilizing drugs, 
physical methods, group psychotherapy, 
modification of wards into “therapeutic 
communities,” patient self-government, and 
many other devices have been advocated 
with greater or lesser enthusiasm as a means 
of moving such chronic patients out of the 
hospital. And, unquestionably, all of these 
methods have some effect. The enthusiasm 
of a young staff member who builds a team 
in a “back ward” and succeeds in im- 
proving the behavior of the patients and 
getting 5 or 10% of them home is commend- 
able and unquestionably socially useful. 

I say, however, that we are unrealistic in 
our approach to this problem because we 
have not given sufficient thought to the 
next 600,000 patients who will be admitted 
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to our hospitals. We cannot, of course, 
ignore our responsibility for the care and 
the treatment, so far as we know how to ad- 
minister it, of the patients we already have. 
I suggest that we have an even greater re- 
sponsibility to the patients who will be 
coming to us in the next few years to use 
all the knowledge that we already have to 
prevent them from becoming a second 
group of “chronic” patients numbering 600,- 
000 to 700,000. 

Even as psychiatrists we have suffered 
from the limitation of tradition. We were 
so convinced that schizophrenia is a long- 
term chronic illness that when we began 
to see, during the war, large numbers of 
acute schizophrenics evacuated from thea- 
ters of operations and apparently recovered 
by the time they reached the zone of the 
interior, we decided they were not really 
“schizophrenia.” Instead of realizing that 
this, too, might be schizophrenia, seen in 
an acute phase because patients were under 
observation early, were exposed to exag- 
gerated stresses, and could not be carried 
along for many months by indulgent fam- 
ilies, we decided that this must be a differ- 
ent kind of disease because it wasn’t chron- 
ic. We refused to draw conclusions about 
schizophrenia as a disease from the things 
that we were seeing. 

It has been shown over and over again, 
in many different and disparate places, 
that with proper staffing and proper facili- 
ties, 85 and even 90% of first admissions for 
mental illness can be returned to their 
homes and their communities in 4 to 6 
months. As a matter of fact, when we look 
at the situation clearly in the light of our 
overall medical knowledge, we should be 
proud, as psychiatrists, to be able to point 
out that of all the so-called long term chron- 
ic illnesses, the mental diseases seem to be 
the most reversible. Our internist colleagues 
have not yet discovered how to replace the 
damaged kidney cells in a chronic nephritis, 
or the damaged liver cells in a cirrhosis of 
the liver. They are quite content with their 
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accomplishments if they can, by drugs, keep 
a hypertension down within certain clinical 
limits and have not yet told us how to re- 
verse whatever process that it is that causes 
hypertension. Physicians have even been 
content, in recent years, to produce symp- 
tomatic relief of hypertension by carrying 
out enormously extensive operations on the 
sympathetic nervous system. No surgeon I 
know believes that he can cure all patients 
with cancer. 

Yet, for many of our psychotic patients, 
within a comparatively short time, an ade- 
quate and at least apparent complete re- 
versal to normality can be obtained. I think 
we must concentrate more of our efforts, 
therefore, on these problems of the acute 
psychosis at a time when it has still all the 
likelihood of reversibility and before any 
of our iatrogenic operations force it into the 
mode of “chronicity.” 

Our typical public mental hospitals are 
over large, their social standards are arti- 
ficial and total, they are isolated, they per- 
petuate ostracism of patients and personnel. 
I submit that we need to get our hospitals 
back to the communities from which the 
patients derive. A hospital built in the com- 
munity would be more like a general hos- 
pital in the attitude of the community to- 
ward it. It seems to me we must begin to 
recognize that hospitalization for mental 
illness is only part of the total range of 
services which we can offer to our patients. 
In the average physical illness a patient 
sees his family physician in his office or if 
he is too ill to get out of bed, the family 
physician comes to his home. Treatment is 
started ordinarily either at home or in office 
visits. Early diagnostic and laboratory tests 
are carried out on this basis. It is only when 
the tests become too complex or when the 
illness of the patient becomes too severe 
that hospitalization is made use of. And 
clearly, in this instance, hospitalization is 
for as brief a period as is necessary to ac- 
complish the elimination of the specific 
factors which required it ; and not for defin- 
itive treatment of the disease. As soon as the 
need for bed care and specialized nursing 
techniques or the need to carry out special 
laboratory procedures which can only be 
done in a hospital is over, the patient is 
again returned to his home and the treat- 


ment is continued at home or in the doc- 
tor’s office on the basis of the information 
gained during the brief hospitalization. 

I submit that we must begin to treat our 
mentally ill patients in the same way. Be- 
cause the State has for so long a time ac- 
cepted the responsibility for the care of the 
mentally ill, it is probable that most such 
patients will be treated in outpatient de- 
partments of state hospitals rather than in 
private psychiatrists’ offices. Then, too, as 
we all know, there are an insufficient num- 
ber of private psychiatrists for the need. 
However, whether in an outpatient depart- 
ment of a state hospital or under the care 
of a private psychiatrist, the situation 
should obtain that treatment can be started 
and diagnosis established insofar as pos- 
sible without hospitalization until such time 
as a brief hospitalization becomes neces- 
sary. This hospitalization should be merely 
an incident in the overall care of the pa- 
tient, and should be available to the patient 
whether the physician carrying out the out- 
patient treatment is a state employee or a 
private psychiatrist. On release from a hos- 
pital the patient should go back, either to 
the outpatient department or to his private 
physician or psychiatrist. 

Because of the nature of psychiatric treat- 
ment with its need to manipulate the pa- 
tient’s total activities rather than just to 
see him briefly to prescribe a pill or even 
for a somewhat longer period for a session 
of intensive psychotherapy, the logical de- 
velopment for the mental hospital after the 
outpatient department is the day care cen- 
ter. Only when a patient is unable to be 
handled on an outpatient level plus a day 
care level, should 24 hour hospitalization 
be sought. 

All of these things can take place much 
more effectively if isolation of the patient 
can be avoided and he can be treated in 
the community in which he lives. Day care 
becomes easier if the patient does not need 
to be transported 14 to 40 miles from his 
home to the hospital every morning and 
then brought back every night. Families 
can visit patients when they are hospitalized 
in a community-based hospital, clergymen 
can keep track of their flocks, local family 
doctors can follow their psychiatrically ill 
patients just as they follow their medically 
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or surgically ill patients who are admitted 
to a hospital. One of the not inconsiderable 
gains, I think, of this technique might well 
be that a family would find it harder to 
change the family constellation and close up 
the space left by the hospitalization of one 
member of it if that hospitalization occurred 
in the community and the family was visit- 
ing frequently. We are all aware of how 
often the remaining family closes ranks 
after a patient is hospitalized at a distant 
place in a state hospital ; and even when he 
is ready for discharge there is no longer 
any place for him in the family constella- 
tion. I need not remind this audience that 
in a recent survey it appears that 40%, at 
least, of patients who have been hospital- 
ized in state hospitals two years or longer 
never have a visit from a member of the 
family. 

A community-based hospital of the type I 
think of would have certain other advan- 
tages. Most American communities have 
now developed a whole series of resources 
in the way of social agencies that could be 
brought to bear upon the problems of pa- 
tients in a community-based mental hospi- 
tal. Family agencies, recreational agencies, 
agencies to deal with the elderly, agencies 
to deal with the problems of old age as- 
sistance and of dependent children, all of 
them are available in our communities and 
should and could be made use of. Further- 
more, such a community-based hospital 
could and should be built contiguous to the 
general hospital that serves the local com- 
munity. As psychiatrists, we have wasted al- 
together too much of our highly-specialized 
psychiatric time in dealing with non-psychi- 
atric problems, the handling of which ac- 
tually many of our colleagues are far better 
fitted for than we. I see no reason why we 
should operate in our hospitals laboratories 
and X-ray departments and operating rooms 
if we can build our hospitals across the 
street from the general hospitals which do 
this part of the medical job much better 
than we do. 

I am convinced that a community-based 
hospital of the type I have described could, 
in 75-100 beds, take care of the same case 
load as a 300-bed building on the grounds of 
a distant state hospital. I believe that with 
this kind of a plan we would begin to 


meet our obligation and our responsibility 
to prevent the development of chronicity 
in acutely ill psychiatric patients and we 
would offer the full range of psychiatric 
knowledge to the community at a place 
where it could be most useful to the mem- 
bers of the community. 

Yet I spoke above of the 600,000 patients 
now in our hospitals. While we must begin 
to think of the next 600,000 we should by 
no means ignore our responsibility to the 
600,000 we already have. The level of care 
of these patients must not be permitted to 
deteriorate. If we separate the community- 
based hospital from the large existing state 
hospital, v-e will merely be accentuating the 
isolation in which the large hospital already 
lives, will cut down the interest of staff who 
work in such a hospital and, in fact, even 
their willingness to accept employment in 
such a place and will, in the long run, be 
neglecting one part of our job in order to 
concentrate on the other. It is proposed, 
therefore, that the community-based hos- 
pital I have been describing should be es- 
tablished, not as a separate and autonomous 
institution, but as a “branch” of the parent 
state hospital. I would imagine that most 
states have a situation similar to ours in 
Connecticut. Perhaps not, but at least analo- 
gous. Connecticut has a population of two 
and one-half million people. We have 9,000 
patients in residence in our State hospitals 
at any given day and over 4,600 admissions 
per year, with a comparable number of re- 
leases. It is true that Connecticut is an ur- 
banized and industrialized state, but in any 
case, for Connecticut the statistics are as 
follows : 75% of all admissions to our 3 large 
state hospitals come from ten urban groups 
of population 25,000 and over and the 
surrounding feeder communities to these 
groups. Forty-five percent of all admissions 
to our hospitals come from the four largest 
of these groups. 

I believe that by establishing a branch 
hospital, at least in each of the four largest 
urban communities of the state, we will be 
able to deal with about 45% of the admis- 
sions to our hospitals at the community lev- 
el. At the same time, for the more rural 
communities, there would continue to be 
direct admission to the parent hospital 
which would thereby be encouraged if not 
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required, to continue to operate acute in- 
tensive treatment and receiving services for 
these patients who did not go to the branch 
hospital. The fact that the branch hospital 
was under the administrative control of the 
superintendent of the parent hospital would 
mean, it appears to me, that the level of 
treatment at the acute phase would con- 
tinue to be high in the parent hospital as 
well as in the branch and that there might 
be, for training and other purposes as well 
as for research, a free interchange of per- 
sonnel between the two institutions. It 
would further mean that the transfer of 
patients from one institution to the other or 
back again would be facilitated. It would 
seem to me that this is the only way in 
which we can avoid destroying our large 
hospitals at the same time as we develop 
newer techniques for the acute psychotic 
and his treatment in his own community. 
It seems to me that the inherent logic of 
this situation and modern psychiatric treat- 
ment theory lead inevitably and naturally 
to this kind of development. 

The existence in the Connecticut state 
hospital system of a building over 70 years 


old, obsolete and dilapidated, and needing 
to be replaced, has given us the opportunity 
to try to put this concept into practice. 
After considerable discussion, the Board of 
Mental Health and I have recommended 


and have introduced a bill into the Legis- 
lature to that effect : that this dilapidated 
building, housing 300 patients, be torn 
down and replaced, not on the grounds of 
the parent institution, but by a branch hos- 
pital of 75-100 beds with necessary out- 
patient, day care and night care services, 
physically located in one of the urban com- 
munities served by the parent hospital and 
contiguous to a general hospital in that 
community. I do not, of course, know if we 
will obtain the money for this purpose in 
this session of the Legislature. But we are 
committed as a Department to this policy 
and have the agreement to this commitment 
of various State officials so that it seems to 
me only a matter of time before we can 
try this concept out, at least on a pilot basis. 

We would hope that this branch hospital 
would be in one of the four largest urban 
communities I spoke of. For a second one 
of them, we have proposed, though it has 
not gone so far as the first proposal, that 
we establish in the community as a branch 
of the parent hospital a fairly extensive out- 
patient service supported by day care serv- 
ices, but without any beds at all. With the 
approval of our General Assembly and our 
Governor, we hope in a comparatively short 
time to be able to report to you whether 
our concept and movement in this direction 
is sound or not. 
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One-hundred and twenty-two years ago 
Dr. William M. Awl, one of the founders 
of the American Psychiatric Association, in- 
cluded in the first annual report of the Ohio 
Hospital for the Insane the following : 


The importance of remedial means in the 
first stages of insanity, can not be too strongly 
impressed upon the public mind. That morbid 
excitement in the brain which accompanies 
the disease by long continuance, too often in- 
duces a change of structure incompatible with 
the future soundness of intellect, and renders 
the resources of medical science of little avail, 
except as palliatives. 

These facts are entitled to consideration, as 
indicating the proper course for arresting in- 
dividual suffering. They are important also, 
in a pecuniary point of view. The sooner pa- 
tients can be cured and discharged, the less 
expense to both friends and the public. 


The search for “remedial means in the first 
stages of insanity” is still not over, and 
although we have knowledge that was not 
available to Dr. Awl, there is still much to 
learn. State mental hospitals are today, as 
they were then, concerned about their de- 
velopment. Transition is uncontrovertably 
taking place, but for some the direction is 
unclear and the destination is in question. 
There are those who may think that the 
proper future for the state hospital lies in 
its summary extinction. There are others 
who believe that the destination of transi- 
tion should be a hospital that satisfies the 
medical and psychiatric needs of all its pa- 
tients. It would appear that the proponents 
of the latter point of view have been active 
in guiding and helping the state hospitals 
toward their chosen goal. Adherents of the 
former theory have not provided convinc- 
ing blueprints for action in the immediate 
present that appear any surer of success 
than those now being followed. Strong 
leadership has come from our own Society, 
from the National Institute of Mental 


1 Read at the 115th annual meeting of the American 
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Health and from various public and private 
organizations concerned with the problem 
presented by the mentally ill. Certainly no 
organization has made it evident that they 
thought the plan of choice was to liquidate 
the hospitals or turn them over to some non- 
medical group. The position that this paper 
takes is in agreement with those who be- 
lieve that the state hospital is becoming and 
will increasingly become a place where 
hospital psychiatry of a professionally high 
standard will be practiced and that their 
disappearance will be through their own 
evolution not dissolution. 

The following material cites some of the 
evidence in support of this hypothesis and 
is, in the main, a topical account of progress 
during the last decade. The figures and 
facts show great improvement ; that there 
is still a long way to go is uncontrovertible, 
but one must not forget that nothing suc- 
ceeds like success, and one improvement 
inevitably leads to a further advance. 
Growth in program is a healthy infection 
that spreads at an irregular pace—but it 
spreads. 

Certainly in these 10 years, state hospi- 
tals have demonstrated their growth and 
vitality through significant gains in a num- 
ber of categories, but perhaps their greatest 
demonstration of growth is in the remark- 
able change of attitude that these years 
have seen. The hospitals now have renewed 
hope and enthusiasm. Those who have at- 
tended the mental hospital institutes must 
be aware that there is a very different at- 
titude expressed by the membership now 
than at the first one, and there is no reason 
to believe that this progressive and cou- 
rageous feeling will not strengthen and 
grow. 

Increase in hospital! personnel has been 
considerable. When the figures in Tables 1 
and 2 are translated into staff per patient 
ratio they add another dimension to our 
perspective. 

The figures are indeed encouraging, al- 
though they are obviously far short of APA 
minimum standards. 

Annual expenditure per patient in 1948 


= 
tg 
q 
4 
= 

= 
= 
| 
= 

Me 

: 

‘ 


FRANK F. TALLMAN 


1948 


Physician 2,135 
Psychologist 213 
Social worker 676 
Graduate nurse 3,961 
Other nurse and attendant 48,941 
All full-time employees 88,890 
All other professions 886 


TABLE 1 


PERSONNEL EMPLOYED FULL-TIME IN STATE MENTAL Hospira.Ls 


1957 % increase 
3,759 

805 277 
1,442 113 
7,562 90 
87,984 71 
160,693 80 
2,313 106 


1948 
Physician 1 258.8 
Psychologist 1: 2,157.0 
Social worker 1: 679.6 
Graduate nurse 1: 116.0 
Other nurse and attendant 1 9.4 
All full-time employees 1 5.2 
All other professions 1 518.5 


TABLE 2 


STaFF-PATIENT Ratio In STATE MENTAL HospPITALs 


1957 % improvement APA Minimum 
Standards 

1: 161.4 37.6 1: @ 
1: 673.3 68.8 1: 100 
1: 375.9 44.6 1: 80 
By 38.1 i: 5 
] 6.2 34.0 1 4 
1 3.4 34.6 

1: 234.3 54.8 1: 4 


was 1.81 and in 1957 was 3.65 which is an 
increase of 101.7. Total expenditure for the 
operation and maintenance of public hos- 
pitals for the mentally ill in 1948 cost $316,- 
118,370 and in 1957, $732,180,096, which is 
an increase of 131.6%. 

Some of this increase in expenditure is 
accounted for by inflation and the 13% that 
the average resident hospital population in- 
creased during the same time, but public 
expenditure has risen in significant excess 
of the amounts necessary to cover these 
two factors. These statistics are introduced 
to illustrate an operational trend and do not 
pretend to be inclusive. Legislatures in the 
main are assuming more adequately their 
clear responsibility in this matter somewhat 
better than their psychoanalytic and psychi- 
atric counterparts. Very commonly hospi- 
tals cannot spend the money provided them 
for doctors, and it is therefore difficult to 
expect the laity to continue to be more 
effectively concerned about the solution 
of a medical problem than the specialty 
itself. 

At the beginning of this decade the use 
of insulin as a therapeutic tool was rapidly 
decreasing, largely because of the advent 


of the less expensive electroshock therapy. 
Then psychosurgery became a frequently 
used treatment method, but the irreversi- 
bility of the treatment hastened the natural 
process of evaluation and discrimination. 
Recently chemical tranquilizers have come 
into general use, and the early utopian 
optimism of their exponents is already giv- 
ing way to a more cautious attitude. Until 
we have more facts about the causes of 
mental illness we can expect palliative 
measures to be overemphasized, overused 
and overvalued, but with each new method 
tried, knowledge has increased. It is note- 
worthy that few of the methods cited have 
been completely abandoned. However, it 
is only human to think magically and im- 
pulsively in terms of a panacea that will 
solve all our patients’ problems and our 
own. The immense volume of research 
literature attests to the investigatory stimu- 
lation provided by each new treatment 
method that appears in our armamentarium. 
Optimism is an essential ingredient of prog- 
ress and so is excited enthusiasm. 
Examples of the multiplicity of the newer 
treatment methods in use include group 
therapy, milieu therapy and the therapeutic 
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community, techniques that are now part 
of the therapeutic fabric of many state 
hospitals. 

Another encouraging evidence of clinical 
growth is the rapidly expanding use of 
open wards and open hospitals. Movement 
towards the latter is not as rapid as modern 
psychiatry would dictate, but the trend is 
evident. Obviously, physical restraint in 
the form of locks and jackets has not com- 
pletely disappeared, but in the last 10 years 
there has been an encouraging decrease in 
their uses in the treatment of the mentally 
ill. The establishment of day and night 
hospitals, a logical outgrowth from the 
older but expanding OPD programs is clear 
evidence that those who are responsible for 
the treatment of the mentally ill have be- 
come more secure and thus more coura- 
geous in psychiatric practice than they were 
a decade ago. It would seem that these fa- 
cilities should make it possible to bring the 
rural hospital into urban centers at a mini- 
mal capital and operational cost. There 
seems to be no valid reason why a rural 
state hospital could not extend its services 
in this manner and thus avail itself of pro- 
fessionals who could not take the time and 
effort needed to travel to the rural com- 
munity. One of the great advantages of day 
and night hospitals lies in the fact that 
patients being treated in these facilities do 
not have their defenses completely shat- 
tered by total removal from their families 
and from their ordinary social and com- 
munity relationships. Total dependency is 
one of the reasons why institutionalized 
patients so quickly develop a serious and 
disintegrating disease in addition to their 
original illness. There is as yet not an ac- 
cepted name for this illness, but with some 
accuracy it might be called “hospitalosis.” 

The attitude of state hospital systems 
towards research has shown a remarkable 
change in recent years. States are not only 
providing money for research but are ap- 
pointing research directors at high adminis- 
trative levels. Examples of this are New 
York, Ohio and California. Research pro- 
gramming is still in its infancy, but the 
significant fact is that the infant is lusty 
and growing. The following table of grants 
awarded by the National Institute of Men- 
tal Health to state mental hospitals illus- 


trates this fact which, by the way, is par- 
ticularly evident itt the year 1958 and in 
the last figure which represents three 
months of 1959 : 


TABLE 3 


RESEARCH GRANT SUPPORT IN 
STATE MENTAL 
Fiscal Year Number 
1948 
1949 
1950 
1951 
1952 
1953 
1954 
1955 
1956 
1957 
1958 
1959 to date 


Amount 
7,000 
7,000 

14,540 

31,475 

75,830 

68,975 

123,229 
119,194 
117,751 
515,977 
1,152,470 
1,529,089 
3,762,530 


When a legislature, burdened with the 
need to provide very large amounts for 
state hospital maintenance and operation, 
provides money for research, one can safely 
assume that the hospitals in that state will 
increasingly become centers for science and 
treatment, thereby attracting and keeping 
personnel. 

The mutually indispensable cooperation 
between universities and state hospital sys- 
tems is increasing. The fact that the uni- 
versity is beginning to see the state hospital 
as a great human laboratory and that the 
state hospital is viewing the university as a 
source from which it can expect practical 
help in its efforts to become professionally 
adequate is perhaps the most important 
single sign that the tempo of progress is 
quickening. 

The National Institute of Menta] Health 
reports the following figures covering train- 
ing grants provided state mental hospitals 
for the years 1948 through three months of 
1959. The monies alloted are increasing, 
particularly in 1958. If awards continue at 
the rate reported for the three months of 
1959 it will be an obvious leap forward in 
this all-important activity. 

In the area of training there are two 
related activities that are particularly en- 
couraging. Inservice training is replacing 
the old learning on the job method which 
operated on the supposition that an em- 
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TABLE 4 
TRAINING GRANT SUPPORT IN 
SraTe MENTAL HospirTats 
Fiscal Y ear Number 
1948 1 
1949 
1950 
1951 
1952 
1953 
1954 
1955 
1956 
1957 
1958 
1959 to date 


Amount 
10,160 
14,792 
43,281 
53,841 
69,600 
49,832 
46,930 
56,956 
60,481 
90,382 
116,771 
207,610 


820,636 


ployee would be proficient if he learned 
what his preceptor knew by the time this 
worthy functionary was ready to retire. Or- 
ganized inservice training for psychiatric 
technicians is a case in point. Curriculum 
content is now a far cry from old “Here is 
your rule book and keys—the charge will 
tell you anything you need to know.” Physi- 
cians, too, are getting more instruction 
within the institution, at university centers 
and in increasing number through attend- 
ance at conferences and institutes. The 
Mental Hospital Institutes have attracted 
an increasingly large attendance and offer 
a varied and comprehensive program. The 
first one in 1949 was attended by 190 par- 
ticipants; the last one in 1958 by 475, 
which is probably as many from an educa- 
tional point of view as can be profitably 
handled at a single institute. 

Acceptable residency training programs 
were, until recent years, a rarity within our 
state hospital systems. This is not now the 
case because each year finds more hospitals 
whose organization, staffing and program 
warrant approval as residency training cen- 
ters. Grateful recognition is due the Central 
Inspection Board and the Committee on 
Standards and Policies of Hospitals and 
Clinics for their increasing efforts in this 
area. Good teaching is admittedly expensive 
to the institution, but it produces incalcu- 
lable dividends for the patient because no 
institution can be a teaching center without 
benefiting from the benign influence of 
eager minds in search of answers and older 
ones trying to find them. It is true that far 
too few psychiatric residents stay in hospi- 


tal practice when their training is complete. 
Men go into private practice (or so they 
say ), in order to make up for the enormous 
expense of having become specialists and to 
rapidly expand their standard of living. This 
obvious reason is open to question. A thor- 
ough study of the problem may well reveal 
that one important cause of attrition has 
to do with the cultural milieu within the 
hospital world. Stanton and Schwartz and 
later Belnap have provided us with excel- 
lent beginnings for future study and action. 
If the residents were emotionally convinced 
that a staff position within the hospital in 
which they are being trained would con- 
tinue to be as intellectually and profes- 
sionally rewarding as their residency pro- 
gram, far fewer would leave. Hospitals 
should see to it that the whole organization 
becomes an integral part of training pro- 
grams so that this unwholesome dichotomy 
that the resident with some justice fears 
does not occur. Perhaps also, the resident is 
afraid he will become infected by the nihil- 
istic attitudes of staff members who have 
ceased to progress partly because their most 
productive years were spent when progress 
was almost non-existent. When a hospital 
offers a service unleavened by progressive 
change and lives in a virtual microcosm, sci- 
ence and indeed the world passes by almost 
unnoticed. Scientific articles that are read 
seem to be written for everyone but the 
reader, and individuals begin to parrot 
phrases like “yes, but.” Happily this atti- 
tude is rapidly becoming less evident and 
more frequently challenged within the 
microcosmic structure itself. The coura- 
geous leadership that welcomed the socio- 
logical studies mentioned will undoubtedly 
give courage to others so that they too will 
become able to take a close, searching look 
at themselves and their social structures in 
the expectation that the result will be 
reduction in the worrisome process of 
attrition. 

It is important to cite certain activities 
that have grown out of administration’s 
need to find better ways of dealing with 
large patient populations. Some hospitals 
are now being reorganized in an effort to 
cope with the isolation of patients caused 
by a combination of size and administrative 
centralization. The technique used is to 
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create within the large hospital a number 
of much smaller units, each one charged 
with the responsibility of operating, so far 
as the patient is concerned, as though it 
were a small hospital. This fresh approach 
indicates that the experimenters know that 
it is not possible to make an institution into 
a treatment hospital using the same ad- 
ministrative structure that existed when it 
was merely an agency for human care- 
taking. Administrative workshops, staff con- 
ferences and the like are tending to be- 
come much more patient centered and in 
consequence there is a growing awareness 
that no human being is too sick to improve. 
This is one reason why back wards are 
moving forward, and the attendant’s key 
ring is a less distasteful symbol than it used 
to be. It was not long ago that a psychiatric 
administrator felt justified in setting his 
psychiatric knowledge aside when he was 
faced with what he termed a practical 
problem. This dissociation is becoming less 
and less possible, not only because of the 
growth reviewed here but because of pub- 
lic opinion. We are educating the public, 
and we now find ourselves in the position 
of having to act within the framework of 
the educational material which we taught. 
We cannot preach the need of a good pro- 
gram and at the same time complacently 
and rigidly refuse to do our utmost to im- 
prove what we have. There is no hospital 
that cannot be improved if its leadership 
decides to try. Often a courageous “try” 
will spark further enrichment of the pro- 
gram through increased legislative support. 

There is a rapidly growing awareness of 
the therapeutic effect of good architecture, 
not only in terms of walls and their arrange- 
ment but in terms of color and furnishings. 
The old, horrible colors and worse pictures 
that until recent years were the accepted 
environment for patients are giving way to 
emotionally satisfying architectural design 
and to a decor that provides a lively and 
pleasing environment that looks alive and 
vigorous. Ten years ago most wards were 
furnished by the old, hard, uncomfortable, 
wooden benches and chairs. These were 
the trademark of the old mental hospital, 
but happily they are being replaced with 
modern furnishings. The layman sometimes 
asks if this matter of architecture and color 


and furnishing is important to the health 
of the mentally ill patient, and indeed one 
has heard the fear expressed that comfort 
will only serve to complicate the depend- 
ency problem presented by the sick person. 
This is the kind of thinking that if followed 
logically, would claim that the way to make 
a mentally ill person well was to chastise 
him by prescription. 

Since hospitals and communities are be- 
coming less and less frightened of each 
other, volunteer services have increased to 
the mutual benefit of both. A volunteer 
program is a valuable adjunct if it is well 
managed and if there is reasonable selec- 
tion of volunteers who participate in a 
satisfactory training experience. Not only 
do such programs help patients directly, 
but they help the institutional culture in 
its attempt to approach as nearly as possible 
that found in the world of reality. 

Much of the growth that has been com- 
mented upon could not have occurred with- 
out the intervention of state and federal 
legislative bodies. Almost everywhere legis- 
latures know that patients do not enter 
mental hospitals to be kept there for the 
rest of their lives but come for treatment 
and discharge. Consequently, the taxpayer, 
as represented by his legislature, is becom- 
ing increasingly willing to provide funds for 
a treatment program planned in the light 
of present-day psychiatric knowledge. Once 
in a while this eagerness and concern of 
the public may demonstrate itself in ways 
that some may feel are premature. In other 
words, public expectation can become 
greater than present knowledge or person- 
nel can satisfy. Sometimes too a legislature 
will provide money for specific research 
purposes that the institution or the organ- 
ization is not prepared to profitably utilize. 
This embarrassment is really one of riches 
to which the response must be an increase 
of intelligent pre-planning and an improved 
foresight. It is disconcerting when laymen 
suggest by such action that we are not 
doing what our public education implied 
that we would do if we got money. 

State legislation which establishes a firm 
basis for the establishment of mental hy- 
giene facilities as a joint enterprise between 
state and local authorities is a particularly 
noteworthy movement that is sure to grow. 
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This new basis for expansion of service 
embraces both economic participation and 
program content and operation. There is, 
however, a danger inherent in this advance. 
It would indeed be a serious matter if there 
were too great a time lag between the pas- 
sage of such legislation and our ability to 
properly staff the resultant facilities. A long 
time lag obviously reduces the community’s 
enthusiastic readiness for mental health 
progress, but psychiatric staff positions 
filled either by the partially trained or by 
substituting personnel from the ancillary 
disciplines would in the end be a serious 
mistake. Perhaps the remedy lies in making 
more use of the doctors in the private prac- 
tice of psychiatry and psychoanalysis who 
are more and more showing evidence of 
their willingness to leave their own con- 
sulting room for part-time service in clinics, 
hospitals and medical schools. Adminis- 
trators probably do not realize the number 
of man hours they could acquire if they 
gave the private practitioner an opportunity 
for part-time service. It would be sad in- 
deed. if those responsible for public mental 
health programs fail to take advantage of 
the private practitioners’ growing eagerness 
to satisfy the demands of his superego and 
the pressure to free himself from the claus- 
trophobic isolation of his office walls. 
Historically there has been considerable 
difficulty in getting medical schools in- 
terested in program advancement in state 
mental hospitals. This was one of the rea- 
sons why several state systems developed 
their own neuropsychiatric institutes in con- 
junction with universities. It was expected 
that the institutes would provide stimula- 
tion for research and training to both the 
hospital system and the university. Coopera- 
tive ventures in these areas are a most 
hopeful sign of our psychiatric times. Noth- 
ing but good can come from this symbiosis, 
but here again every possible effort must 
be made to actively involve the hospitals 
so that we avoid creating within the state 
systems small islands of creative progress 
that are isolated from all the rest. Only a 
few years ago the idea that there should be 
directors of research and directors of pro- 
fessional training on the staffs of hospitals 
and also at the highest administrative level 
within the department itself was merely a 


dream. There are several states where, in 
one form or another, this pattern is an 
exciting reality. 

State hospitals are moving towards a 
much more satisfactory level of scientific 
operation. It is true that in few if any 
hospitals the best possible psychiatry is 
being practiced, but it is equally true that 
a great advance has been made in the last 
decade. The old traditional institution was 
to a large extent born of ignorance concern- 
ing cause and cure of psychiatric illnesses, 
but improved psychiatric knowledge is 
gradually bringing about a new enthusiasm 
and a new hope. However, it is easier, and 
for some, more acceptable to think of clos- 
ing down the facilities presently available 
and starting all over again than it is to 
continue what appears to be the more 
difficult course of bringing to fruition the 
kind of program that we know is technically 
possible within the framework of existing 
structure. It is unlikely that more huge 
institutions will be constructed, and it can 
be expected that day and night hospitals, 
OPD clinics and small psychiatric units in 
general hospitals will ultimately replace 
the state hospital as we know it today. 
However, the basic impetus for movement 
in this direction stems from the state hos- 
pitals themselves. It would be foolish to 
kill the goose that lays such fertile eggs as 
those just presented for consideration. Look 
what has been hatched in these ten years ! 
We must not forget that if the state mental 
hospitals are to ultimately disappear it will 
be because the hospitals themselves demon- 
strate by experiment and example many 
of the techniques that will ultimately bring 
about their dissolution. 

This discussion would not be necessary 
if the APA staffing patterns for psychiatrists 
had been achieved. This is indeed a critica] 
problem but we can look for significant 
improvement because the process and con- 
tent of transition is rapidly preparing the 
setting necessary to attract an increasing 
flow of full and part-time men into hospital 
service. 

Turning again to Dr. Awl and to 125 
years ago, it is noteworthy that his Board 
of Trustees made a memorable statement 
when they voted to build his hospital : 
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The insane are no longer treated as the out- 
casts of society, or considered as unworthy of 
further regard than to be confined in common 
jails or poorhouses. Their diseases are found 
to be curable like other disorders of the human 
system . . . Through the influence of mild and 
gentle means, without violence in any instance, 
they readily submit to the requisite treatment, 
and not unfrequently in short periods of time, 
their minds become tranquil, alienation ceases, 
and reason is restored. 


Psychiatric wisdom has not yet been able 
to fulfill the Board’s vision, but we have 
come a long way and the pace is quicken- 
ing. 
DISCUSSION 

James J. Tynurst, M.D. (Vancouver, 
B. C.).—There appears to have been a 
major shift in orientation of psychiatric care 
in mental hospitals. What form should the 
inpatient services of the future take ? Brief- 
ly, these trends would suggest first, that the 
inpatient services be seen as an aspect of 
community mental health services rather 
than vice versa; second, that the services 
be in centers of population and integrated 
with other medical services ; third, that the 
services provide treatment close to the pa- 
tient’s place of residence on a regional ba- 
sis ; fourth, that the hospitals be of a small 
size, so as to maximize the opportunities 
for the development of the therapeutic 
community and for adequate therapeutic 
administrative activities. 


Generally speaking, it would seem that 
this description applies most readily to the 
psychiatric unit of the general hospital, 
which fulfills most of the requirements for 
the regionally located psychiatric inpatient 
services. 

As far as the mental hospital is concerned, 
where it fulfills the above criteria of small 
size, appropriate regional placement, and 
relation to medical facilities, it could well 
serve as the basis or as an essential ingredi- 
ent in a community program. Otherwise, 
their use might be in several directions— 
first, they might provide the domiciliary 
care units of the future ; second, they may 
themselves be converted into general hos- 
pital units or for units for long-term active 
care. 

The disadvantage of most of our mental 
hospitals on this continent should be clearly 
recognized— 

1. Size, structure and organization are 
unsuitable. 2. They are geographically and 
socially isolated. 3. They are not integrated 
with other medical services. 4. They are un- 
able to provide continuity of care. 5. Many 


of the problems over which the staff spend 
a great deal of time are pseudo-problems 
based upon the inadequate physical struc- 
ture and plant, upon the geographic and 
other isolation, and by the necessity to treat 
masses of patients with small numbers of 
personnel. 
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THE STRUCTURE AND FUNCTION OF THE PREDOMINATING 
SYMPTOM IN SOME BORDERLINE CASES ' 


LEO H. BARTEMEIER, M.D.” 


The patients to be discussed have been 
in treatment with several psychiatrists and 
psychoanalysts for several years without 
any appreciable improvement. The mental 
illnesses from which they suffer are char- 
acterized by a persistent physical symptom 
which is accompanied by anxiety. It is also 
characteristic of these patients that they 
feel desperate, are fearful of losing con- 
trol over themselves and complain that 
they are hopelessly ill. Although they are 
also subject to insomnia, headaches, and 
other symptoms their attention is constantly 
focused on a central symptom and all else 
in their lives is of far less importance. It 
is as though they regard it as highly dan- 
gerous and that they have to keep watching 
it so that it might not overwhelm them. It 
is this steady resistance that showed the 
necessity of joining with them for the pur- 
pose of learning what one could about the 
structure and function of their predominat- 
ing symptom. Their failure to be benefited 
by psychotherapy suggests the likelihood 
that any severe threat to the continuation 
of their predominant symptom might 
necessitate their becoming more openly 
psychotic. The following case reports may 
be useful in clarifying the title of this 


paper. 


Case 1.—A 25-year-old married woman who 
was referred for treatment because of an im- 
pairment in her vision which had its onset 
several days after she had given birth to her 
second son. Everything in her environment 
appeared shadowy and as though she were 
looking through a screen. Her eyes felt strained 
and her inability to see objects clearly caused 
her to feel hopeless, depressed and desperate. 
She cried frequently, spoke of suicide and 
complained pry lost interest in her hus- 
band, her children and her home. She was a 
rather pretty woman with a child-like facial ex- 
= and rather large eyes for which she 

ad often been complimented. She was rest- 
less and afraid to be alone. Her husband, who 


1 Read at the 115th annual mee*ing of the American 
Psychiatric Association, Philadelphia, Pa., Apr. 27- 
May 1, 1959. 

2 The Seton Psychiatric Institute, Baltimore, Md. 


was 3 years older, was successful in his busi- 
ness, was more educated than his wife and had 
been reared in a higher social stratum of the 
community. He appeared to be somewhat de- 
tached from his wife, reacted to her illness 
with very little feeling and carried out his 
responsibilities to her and their children in a 
business-like manner. The patient was an only 
child whose parents were said to have been 
sexually promiscuous throughout their mar- 
riage. Her father, who had died some years 
previous to the patient’s illness, was engaged 
in an occupation which necessitated his fre- 
quent absence from the home. During her 
adolescence she had often undressed her moth- 
er whom she would find intoxicated, sprawled 
across the bed when she returned home from 
school. These experiences had seemingly in- 
tensified her voyeurism and she often phan- 
tasied herself undressing and bathing prosti- 
tutes or watching her husband a 
intercourse with another woman. It was 
thought that her symptom of seeing objects 
as in a shadow was related to her intense and 
persistent voyeurism. 

She had often been drawn into social rela- 
tions by her husband but had never enjoyed 
them. She was envious of him, had never felt 
much interest in his work and had often won- 
dered whether she loved him and why she had 
married. She was sexually frigid and avoided 
intercourse as often as possible, She cared 
more for their children, but her marriage and 
her home afforded her very little satisfaction. 
Her hostility toward her mother was repre- 
sented in her dreams as houses on landscapes, 
frozen and covered with snow in the same 
shadowy light of her daytime symptom. Her 
mother, who lived at a great distance from the 

atient, was hospitalized because of a pro- 
Soael depression during the time the patient 
was in therapy. Instead of having developed 
a characteristic and obvious puerperal psy- 
chosis it would seem that this patient had 
withdrawn from her environment through her 
eyes. Simultaneously her symptom discharged 
her instinctual impulses by diminishing the 
light of all objects in her environment. The 
structure of her symptom appeared to corre- 
spond with the typical neurotic symptom, but 
because of an unequal compromise between 
the instinctual impulse and the defense against 
it the symptom was accompanied by anxiety. 
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Case 2—A 58-year-old married woman who 
was hospitalized for the treatment of gener- 
alized muscular spasms which were pefsistent 
and severe. This oe had been present 
for many months and had been insidious in its 
development. She had been unable to do her 
housework and had obtained no relief through 
the intensive psychotherapy she had previously 
undertaken. This patient was critical and sar- 
castic with the nurses and expressed her dis- 
satisfaction with whatever they attempted to 
do in her behalf. 

Her muscular spasms and the associated 
generalized muscular tension were constant 
throughout her waking life and her symptom 
became more intense and painful during psy- 
chiatric interviews. This aggravation of her 
suffering occurred during every visit with an 
physician on the hospital staff. When she left 
the hospital after a year, her symptom was as 
severe as it had been on admission. 

This patient was the mother of 6 children 
and the wife of a man who had suffered a 
mental illness in connection with his military 
service. Two of the children had schizophrenic 
illnesses. The patient was raised in an isolated 
environment in a family having a meager 
financial income. She was in the care of a 
physician during the time she had been en- 
gaged to be married because of severe in- 
somnia. Some years prior to the onset of her 
muscular spasms and tension her husband had 
taken his leave of her by establishing an apart- 
ment for himself in the large home which the 
family occupied. It was finally learned that he 
had promised the patient that he would never 
reveal to any one that she had suffered an 
acute mental illness for which she had been 
hospitalized many years previously. 


It is well known that when cortisone was 
administered to patients suffering from 
rheumatoid arthritis, some of them were re- 
lieved of their arthritis, but developed 
schizophrenic illnesses which required hos- 
pitalization. After they had recovered from 
these psychoses their rheumatoid arthritis 
recurred. 

If it had been possible to relieve this pa- 
tient of her muscular spasms and her painful 
muscular tension she would have probably 
experienced a recurrence of her previous 
psychosis. The structure of her symptom 
appears to have been similar to the symp- 
toms of rheumatoid arthritis and at the 
point in time that she was seen a diagnosis 
of a psychosomatic affection would not 
have been in error. This patient had no 


difficulty discharging her hostile feelings 
toward other women. With men, however, 
she portrayed an attitude of suffering and 
her hostile feelings were intensified during 
every interview with the hospital physicians, 
all of whom were men. 


Case 3—A 28-year-old single man who won- 
dered whether hypnosis would relieve him of 
his intestinal spasms and re-establish his con- 
trol over his flatulence. He had been in treat- 
ment with 5 different psychiatrists for almost 3 
years. He said that his case had been bungled 
and that his whole life had been wrecked. He 
was tall and asthenic in appearance and was 
restless and apprehensive during the inter- 
views. 

Because he had lost control of his flatus 
he had been unable to work for 3 years and 
had remained at home with his parents and 
his younger sister. She had developed a schizo- 
phrenic illness one year prior to the onset 
of his intestinal symptom. He had taken her 
to a psychiatrist for several appointments. 
During hospitalization she recovered sufficient- 
ly to return home. He worried about her con- 
tinuing disability. His father had retired from 
his restaurant business and had died after 
injuries received during a fall several months 
previously. 

After graduating from high school this pa- 
tient held several short time jobs and then 
held a longer position as a draftsman until 
he enlisted in the Army. His 3 years of military 
service included 6 months duty overseas and 
following his discharge he returned to his 
former position as a draftsman. One week after 
he began studying engineering after working 
hours he became incapacitated because of 
losing control of his flatus. 

The psychological evaluation showed him to 
be an extremely autistic individual who was 
almost constantly preoccupied with hostile 
destructive impulses. He appeared able to 
maintain some semblance of control through 
emotional and social withdrawal. The psy- 
chologist also expressed the opinion that his 
symptom enabled him to make a borderline 
adjustment. Both the psychiatrist and the 
psychologist regarded this patient as suffering 
from a latent or incipient schizophrenia. 


This patient’s predominant symptom ap- 
pears to have served a function of a 
different order than the principal symp- 
tom of the 2 previous patients. His excessive 
flatulence afforded a frequent discharge of 
his hostile destructive impulses. It would 
seem that through this symptom and the 
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social withdrawal it necessitated his schizo- 
phrenic psychosis was maintained at a 
level of low intensity. The predominating 
symptom in this patient was, therefore, re- 
garded as a defensive device which pro- 
tected him from a more severe psychotic 
development. This was the probable reason 
why intensive psychotherapy with this pa- 
tient had been so unsuccessful. 

The symptom of the first patient, which 
was characterized by seeing all objects in 
a shadowy light, was also observed in 
another young mother who awakened in 
terror from a dream in which she was 
helpless to prevent the drowning of her 
daughter. On awakening, her surroundings 
were in a dense fog. When she discovered 
that this alteration of the atmosphere was 
due to something within herself she felt 
strange and remained in a state of de- 
tachment for several days. She said “every- 
thing seems unreal and I feel removed and 
at a distance.” This acute disturbance was 
identical with the way she had felt during 
the onset of her previous schizophrenic 
psychosis. She was most fearful she would 
again become psychotic because of the 
anxiety aroused by her symptom but this 
repetition in minature of her psychosis 
was only transitory. The gratification of her 
murderous impulse in her dream without 
distortion by the dream work was char- 
acteristic of the predominating symptom 
in these patients. The feeling of helplessness 


which this patient experienced in her dream 
became distorted in her waking life. Having 
witnessed her daughter drowning was a 
visual experience which also became dis- 
guised after she awakened. What she had 
seen in her dream was hidden from view 
by the fog she saw upon awakening. When 
this transitory delusion could not be main- 
tained the helplessness she had experi- 
enced in her dream was changed into the 
feeling of being removed and at a distance 
from her destructive impulse. The per- 
sistance of her dream in her waking life 
provoked her anxiety and the predominat- 
ing symptom was a transitory psychosis. 


SUMMARY AND CONCLUSION 


The predominating symptoms of the pa- 
tients I have been describing have been 
accompanied by anxiety and they have 
served the function of protecting them from 
further developments of their psychoses. 
These are the patients whom a descriptive 
psychiatrist might classify as borderline 
because they have neither delusions nor 
hallucinations and are, therefore, not re- 
garded as legally commitable. They are 
unlike the ambulatory  schizophrenias 
described by Gregory Zilboorg, but they 
are representative of patients who suffer 
from the same group of illnesses, i.e. 
schizophrenias which are modified by a 
predominant symptom that is associated 
with anxiety. 


lig 
‘ 
gee 
. 
i 
ag 
4 
: 
big 
. 
f 


THE PSYCHIATRIST AND THE RELEASE OF 
PATIENT INFORMATION 


MARC H. HOLLENDER, M.D.' 


In recent years, increasing attention has 
been focused on the social matrix or ground- 
work of psychiatric practice, especially as 
concerns the hospitalized patient. In this 
connection it is important to examine the 
relationship of the hospital psychiatrist and 
the agencies or organizations requesting in- 
formation and/or recommendations con- 
cerning patients or former patients. 

Although there is a paucity of literature 
on this subject, it would seem that the re- 
quests for information usually are con- 
sidered in terms of what data should be 
imparted and what should not. The follow- 
ing question then arises: Whose agent is 
the hospital psychiatrist ? Is he the agent of 
the patient, the hospital, the community, 
the government ? This issue has been dis- 
cussed in detail elsewhere(1). It should be 
noted, however, that only in private office 
practice can the psychiatrist be exclusively 
the agent of the patient. In hospital prac- 
tice, and especially when the patient has 
been deprived of his freedom (as in com- 
mitment), some of his rights are taken over 
by others(2). In these circumstances the 
psychiatrist must represent the state, the 
hospital, or the relatives, as well as the pa- 
tient. The effort to protect the patient and 
to represent him as much as possible has led 
some institutions to stamp all released data : 
“Not to be used against the patient's inter- 
ests.” Other institutions attempt to be im- 
partial, while a few assume the role of the 
agent of the organization requesting in- 
formation. 

Debates as to what information should be 
imparted or whose agent the psychiatrist 
should be, serve to obscure an issue of more 
far-reaching consequence. Instead of asking 
what should be said, it is reasonable to ask 
first if anything should be said. The follow- 
ing question might also be posed: Is the 
hospital psychiatrist oriented to therapy or 


1 Professor and Chairman, Department of Psychiatry, 
State University of New York, Upstate Medical Center, 
and Director, Syracuse Psychiatric Hospital, Syracuse, 
N. Y. 
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to public service or does he believe that 
he can encompass both objectives ? 

To discuss this issue, we must consider 
the effect of imparting information on the 
practice of psychiatry. What happens if the 
psychiatrist provides a public service as a 
fact-gathering and information-dispensing 
agency ? This, and a number of related 
questions, will be considered. 


TYPES OF REQUESTS 

The day after a major fire occurred in the 
community, the police called requesting in- 
formation concerning a man employed by 
the company which had sustained the damage. 
Because it had been learned that he had been 
a patient at the hospital, the police wondered 
if he was a “pyromaniac.” 

A dean requested information concerning 
a former patient who had applied for ad- 
mission to college. Would we provide a diag- 
nosis and recommendations ? A similar request 
was received from a school of nursing. 

The following note was received from a 
member of the Reporting Department of a 
nationally known credit-rating organization : 
“Please send proper forms to Mr. K., regarding 
his giving clearance to (name of company), 
only and no other parties, to investigate treat- 
ment and final disposition of his case.” 

A letter concerning another former patient 
stated: “Mr. P (date of birth), has made 
application with this hospital as a laborer 
(custodial) . . . We would like to have a 
summary of his medical and psychiatric con- 
dition. You are assured that any information 
furnished will be held in the strictest con- 
fidence.” 

The Federal Bureau of Investigation re- 
quested information concerning a man, re- 
putedly formerly a patient, who had applied 
for a position in a government agency. Infor- 
mation was also sought in connection with an 
application for a permit to possess a firearm 
and in connection with the processing of an 
application to adopt a child. 

Of the numerous requests made by in- 
surance companies, two have been selected 
as examples. A member of the Claim Depart- 
ment wrote : “We understand that Mr. M has 
been confined to your hospital . . . May we 
please have a statement verifying the period 
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of confinement, and including his condition, 
prognosis, and any pertinent comments that 
you might like to give us that might help us 
to better evaluate the degree of Mr. M’s 
disability. We would also appreciate a copy 
of your data and case history . . . Also, because 
of the type of Mr. M’s illness, we wonder if 
you would consider him competent to endorse 
checks and direct the use of the proceeds 
thereof with a clear understanding of the 
nature of his acts.” 

The Medical Director of an insurance com- 
pany wrote: “Your patient has signed the 
enclosed authorization. Will you please advise 
us of the details of consultations during the 
past five years so that we may determine his 
eligibility for insurance.” 


SHOULD THE PSYCHIATRIST SUPPLY 
INFORMATION ? 

It is apparently assumed that many of 
the requests placed for reasons of insura- 
bility, police or legal action, or acceptability 
for a position or school are reasonable and 
should be answered. As previously stated, 
it may be argued then that the information 
imparted should be selective and in the 
interest of the patient. While this may be 
the expedient course of action, it would 
seem important to question it in light of 
long-term and far-reaching consequences. 

If information is sent out, will the patient 
see the psychiatrist as his helper or as a 
possible informer? To spy—and this may 
not be an unreasonable term—on a patient, 
runs counter to our usual psychotherapeutic 
endeavors which aim at understanding and 
reeducation. In fact, if the patient regarded 
the therapist as a potential spy or informer, 
the relationship and treatment process 
would be markedly altered. This would be 
true even if the patient believed that in- 
formation would be furnished only if he 
gave his written consent. 

The argument might be advanced that 
the hospital psychiatrist possesses informa- 
tion indispensable to others. In certain in- 
stances data obtained during the course of 
psychotherapy might be of considerable 
value in legal and other determinations. It 
should be noted, however, that personal 
history and private feelings will be dis- 
cussed only if confidentiality is assured. 
Even if information were to be released 
only in the patient’s interest, he would be 
encouraged to make “as good a case as 


possible” instead of frankly expressing him- 
self. 


Persons in fields other than psychiatry 
are aware of the damage that might result 
if the psychiatrist attempts to be both 
therapist and purveyor of information. Two 
instances will be cited. In a precedent- 
establishing case in the State of Illinois, a 
Circuit Court judge(3) declared : 


It is conceivable that the courts in a situation 
such as is presented here today would say, 
true, you are engaged in the profession of 
healing the mentally disturbed, the mal- 
adjusted members of our society . . . We know 
that you cannot do it without obtaining the 
confidence of your patient and getting the 
information from him. Nevertheless, it is our 
job to get all the information we can in order 
to correctly dispose of a case, Therefore, we 
are going to compel you to disclose those 
matters which came to you as a result of your 
confidential relationship and thereby run the 
risk of such a disservice to society as may rob 
it of a healing process affecting thousands and 
perhaps millions of our inhabitants. 

My understanding of the law is otherwise. 
I am persuaded that the courts will guard the 
secrets which come to the psychiatrist and will 
not permit him to disclose them. I am per- 
suaded that it is just one of those cases 
where the privilege ought to be granted and 
protected. And the social significance of it 
is probably even greater than that which 
comes from the protection of the communi- 
cations between lawyer and client. 


In an article entitled, “A Criminologist 
Looks at Privilege,” MacCormick(4) stat- 
ed : 


Giving parole boards access to what is dug 
up in individual and group therapy would 
be opening a veritable gold-mine to them. But 
the shaft of that mine is sealed to them and to 
institution administrators, and must stay sealed. 
Prisoners have their eyes always on the day 
of release and their minds always on what may 
advance or delay that day. Unless they can 
be sure that whatever they reveal in therapy 
will not be reported to the institution ad- 
ministration or the parole board, the effective- 
ness of psychotherapy will be disastrously 
impaired and will eventually cease to exist. 


The question might now be raised : “Who 
will provide the information required by 
schools, employers, insurance companies, 
credit-rating organizations, etc.? The an- 
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swer would be that they might hire their 
own psychiatrist for this purpose. The role 
of such a psychiatrist then would be clearly 
defined. He would not obtain data, to be 
used for decision making purposes, under 
the guise of helping or treating the patient. 
As in the case of the parole boards, valuable 
information, possessed by a hospital psy- 
chiatrist, might be withheld to protect the 
effectiveness of psychotherapy. 


WHAT HAPPENS WHEN PSYCHIATRIC 
INFORMATION IS FURNISHED ? 


If the principle that information should 
be imparted were to be accepted, many 
questions would still have to be answered. 
The first would be: Is the information 
furnished really useful ? If it is merely to 
substantiate the facts of hospitalization for 
insurance purposes, obviously it is. It might 
also be of value in exceptional circum- 
stances, such as the one cited involving the 
deliberations of a parole board. It is an- 
other matter, however, if it is to be used in 
determining employability, acceptability 
for admission to a school or induction into 
the armed forces. To predict, in such cir- 
cumstances, requires knowledge of (a) the 
person’s problem or disorder, (b) the 
nature of the task to be performed and (c) 
the relationship, if any, between the two. 

If the contradictory testimony of so-called 
experts in legal disputes is recalled, it 
should be clear that “facts” can be arranged 
and viewed in different ways and that con- 
clusions based on them vary widely. 

In assessing the patient’s problem or dis- 
order, it must be borne in mind that there 
is a profound difference between psychiatric 
and (other) medical data. While the latter 
depends in a measure on information im- 
parted by the patient, it can be obtained 
largely by physical and laboratory exam- 
inations. The former, however, is almost 
entirely dependent on what the patient is 
willing to reveal. (Certain profound psy- 
chotic disorders would be exceptions.) 
Since speaking of problems has social 
implications (in contrast to speaking of 
the body), the patient may be reluctant to 
reveal certain pertinent data. 

For the most part, the needs of a job or 
school are understood by the psychiatrist 
only in a general sense. Because information 


imparted to the employer or dean of admis- 
sions is to determine the capacity of a 
person to adjust, it would seem essential for 
the psychiatrist to possess a detailed picture 
concerning to what the adjustment must be 
made. 

The assumption often is made that psy- 
chological problems lower the tolerance 
to stress. This is based on the concept that 
a human being can be likened to a machine 
capable of handling a specified load. Un- 
fortunately, this concept has only a very 
limited usefulness. Stress must be con- 
sidered in specific terms because it is well 
known that what is stress for one person 
may be lightly regarded by another. Thus, 
a specific job or a certain college environ- 
ment may or may not be stressful to a 
given person. The variables may be so 
numerous that no one could be certain in 
advance as to which combination would 
come to the fore and impinge. Moreover, 
there are situations in which so-called 
emotional problems (or patterns) are assets 
and not liabilities. This led to a seeming 
contradiction in terms during the war years, 
when there was the “successful neurotic 
soldier”(5). In this instance men who had 
become accustomed to anxiety sometimes 
seemed to tolerate battle conditions better 
than some of their fellow soldiers who had 
never previously experienced much anxiety. 

Prediction, in this or similar instances, 
involves many variables, some known and 
others unknown, which can be arranged in 
an exceedingly great number of combi- 
nations. Obviously, from the standpoint of 
prediction there is little similarity between 
this situation and that of the physicist in 
a laboratory manipulating a single variable. 
1(6) have previously compared the psy- 
chiatrist’s prediction of the emotional re- 
actions of a patient to a surgical operation, 
to the tout’s selection of the winner of a 
horse race. The most that can reasonably 
be expected is an “educated” guess. Is this 
the type of recommendation thet we would 
like to offer in a situation which may pro- 
foundly affect a person’s future? And if 
we make a statement, is it clearly labelled 
as an “educated” guess or is it implicitly or 
explicitly labelled as a scientific statement ? 

It could be argued that it is sufficient to 
supply information which the recipient 


5 
“a 
| 
iy 
Wan, 


1960] 


MARC H. HOLLENDER 


831 


might use to draw his own conclusions. First 
of all, the selection of material, like the 
slanting of a newspaper article, might 
influence or even determine the conclusion 
reached. Secondly—and when there is rel- 
atively little slanting—how will the recipient 
do better at decision making than the 
psychiatrist would ? In a sense, instead of 
being like a tout, he is like a “hunch-player.” 
Could he not do as well, or even better, if 
he applied his usual method for selection, 
uncontaminated by data which he under- 
stands poorly ? 

The practice of supplying a label may be 
the most misleading of all(7, 8, 9). It is 
assumed that the label, psychoneurosis, de- 
fines a disorder much as diabetes mellitus 
does. But does it? The argument can be 
adduced that psychoneurosis is merely a 
pseudomedical term used to describe prob- 
lems in living, and that, in fact, it could in 
this sense be applied to every human being 
(10). Then where are we ? 

Even the label schizophrenia, which may 
or may not refer to a medical disorder 
(i.e., disease of the brain), does not contain 
within it reasonable grounds for predicting 
how capable a person will be to go through 
college or to perform satisfactorily at a job. 
To use the term in a letter, however, is to 
stigmatize the person so labelled. Modifying 
statements usually are of little avail. 

In this connection, the question should 
be asked : “Do the words I write convey the 
meaning I intend?” Or, “Are my words 
employed as calls for action rather than 
as partial forms of information ?” Does a 
word imply one thing to the psychiatrist 
and another to an employer or dean of 
admissions ? 

One situation recently reported will serve 
as an example of the difficulty which might 
arise when information is imparted and 
recommendations are made. Boverman( 11) 
stated : 


About three months after her discharge, and 
at a time when I was observing that she had 
improved considerably and was operating 
effectively, she applied for reinstatement at 
her last job. As a matter of form, her previous 
employer requested information from the 
hospital about her illness and her working 
capacities. Although knowing she was in 
therapy, the hospital replied, in a several-page 
letter, to the effect that it was certain she 


could not be entrusted in the future with a 
job because of her severe illness and impair- 
ment of judgment. She, naturally, was unable 
to be reinstated, but within a few weeks 
obtained a new job of greater complexity and 
responsibility and has been doing well in it 
since. 


In this instance, incidentally, the hospital 
acted as an agent for an employer. Bover- 
man did not question whether any in- 
formation at all should have been released 
to her previous employer either by himself 
or the hospital. His point was that the 
woman was not rehired because the hospital 
supplied out of date information instead of 
consulting with him. This example also 
illustrates the problem which may arise if 
information derived during a period of 
hospitalization is used for predicting future 
performance. 


CoMMENT 


It can be inferred from the volume and 
type of questions asked that it is common 
practice for the psychiatrist to furnish in- 
formation to various agencies. Notes in the 
literature, similar to Boverman’s( 11), would 
also seem to bear this out. No doubt the 
way in which these requests are handled 
varies. In some instances, the practice may 
be to respond only to physicians. As pre- 
viously mentioned, some hospital psychi- 
atrists will provide information if it is 
“for the good of the patient,” and then only 
if a release form has been signed. So-called 
unreasonable requests (for example, a wife 
demanding data which might favor her 
divorce action) are apt to go unanswered, 
or are answered with a note that no in- 
formation can be released. 

The expectation that requests will be 
answered and the practice of complying, 
in part, stems from the general practice of 
medicine. Too little attention has been 
paid to the difference in the social signifi- 
cance of data applying to how a person 
feels, thinks and lives, on the one hand, and 
to how his body functions, on the other 
hand. 

It may also be that psychiatrists have 
had too great a need to prove their useful- 
ness as members of society. As possessors 
of special and secret data (much like the 
possessor of choice bits of gossip), they can 
gain recognition, and perhaps even power, 
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if they are willing to share their possessions 
with others who can use them. In my opin- 
ion, they have even been seduced to claim 
that they have the ability to foretell the 
future in a way that no one else can. Thus, 
“educated” guesses have been dispensed as 
though they were “sure things.” 

It is often argued that information is 
supplied only because the therapist is 
eager to assist the patient who needs his 
help. This clearly reduces the patient to the 
role of the helpless child. What effect, it 
must be asked, will this have on therapy ? 

The practice of being both therapist and 
“public servant” (or informer and/or judge) 
has appeared in the most unexpected places. 
For example, the psychiatrist to the student 
health service at a medical school may 
function as a special advisor to the grades 
committee ; or training analysts in a psy- 
choanalytic institute may submit reports 
and make recommendations to the edu- 
cational committee concerning their analy- 
sands. 

Whether information should be released, 
and if so, what kind, must be considered 
in terms of the context of psychiatric 
practice. It is only in private office practice 
that a strictly confidential relationship can 
be maintained with the psychiatrist (or 
psychoanalyst) serving as exclusively the 
agent of the patient. In the hospital setting, 
a one-to-one relationship is impossible. As 
discussed in another paper(1), the psy- 
chiatrist is often the agent of the patient’s 
family or the hospital as well as of the 
patient. In so far as the patient is unable 
or unwilling to assume responsibility and 
to participate in decision-making concern- 
ing the treatment he will receive, this must 
be taken over by others, usually his family. 
To function in decision-making, the family 
must be provided with information. It 
should be noted that decision-making is for 
the patient and is concerned with the 
practical aspects of dealing with his dis- 
order. This stands in sharp contrast to 
making decisions about the patient’s ability 
to work or attend school after he has been 
discharged from the hospital. In the latter 
situation, the focus is on the good of an 
institution (company, school etc.), whereas 
in the former, it is on the good of the 
patient. This is not substantially negated by 


professions of concern for the patient's 
future. 

It would seem that the hospital psy- 
chiatrist will have to decide whether his 
function is oriented to treatment or to pub- 
lic service. Moreover, the decision reached 
should be made explicit. To encompass both 
roles would be possible only if psychosocial 
problems and psychiatric disorders were re- 
garded as physical illnesses and treated ex- 
clusively with medications and physical 
therapies (electroshock, lobotomy etc.). 
Psychotherapy, dealing as it does with 
man’s psychological and social life, would 
be seriously incapacitated if private (or 
semi-private) information were made avail- 
able for public service purposes. Eventually, 
it would become generally known that what 
a person related concerning himself might 
be used against him. Or, even if it would 
only be used “in his best interest,” he might 
be circumspect so that as good a case as 
possible could be presented in his defense. 

Those persons, referred by the courts, for 
examination for the purpose of determining 
their “sanity” obviously should not be 
housed in a hospital. In this instance the 
institution provides a public service and 
not a treatment function. It might be 
likened to a jail in which persons are de- 
tained while psychiatrists examine them for 
the purpose of society. 


SUMMARY 


In this article the relationship of the 
hospital psychiatrist and the agencies re- 
questing information and/or recommenda- 
tions concerning patients has been examined. 
Two questions immediately arose : 1. Whose 
agent is the psychiatrist? and 2. Is he 
oriented to therapy or to public service or 
does he believe that he can encompass both 
objectives ? 

The types of requests for information and 
recommendations were enumerated. It has 
apparently been assumed that many re- 
quests are reasonable and should be an- 
swered. The problem then was to determine 
which ones were reasonable and to decide 
how they should be answered. It was 
suggested that the first issue should be 
that of questioning whether the psychiatrist 
should supply any information. This was 
then considered in terms of its effect on 
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psychotherapy. Obviously, therapy will be 
altered if the patient sees the psychiatrist 
as a possible informer as well as a helper. 

If information is supplied, is it really 
useful ? This brings us face to face with the 
issue of how well predictions can be made 
in instances involving many variables, some 
known but many unknown, which can be 
arranged in an exceedingly large number of 
combinations. Some comments were, also, 
made on the misleading effect of labelling. 

The expectation that requests would be 
answered and the practice of complying, 
in part, stems from the general practice of 
medicine. Too little attention has been 
paid to significant social factors. It was 
suggested that psychiatrists might be se- 
duced to claim that they possessed special 
ability to foretell the future. As a result 
“educated” guesses might be dispensed as 
facts. 

During a period of hospitalization, the 
patient’s family might have to be provided 
with information to participate in immediate 
decision-making. This stands in sharp con- 


trast, however, to making decisions about 
the patient’s ability to work or attend school 


after he has left the hospital and is assuming 
responsibility for his own welfare. 
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THE FOLLOW-UP OF DISCHARGED MENTAL PATIENTS 
BY THE PUBLIC HEALTH NURSE * 


FLORENCE A. BEASLEY, R.N.,? CLAIRE S. CALLAWAY, M.S.W.,® 
TRAWICK H. STUBBS, M.D.” 


Public health agencies have for years 
combatted diseases that threaten the physi- 
cal well-being of man. Only recently have 
we seen the beginning of programs to meet 
public health responsibili‘ies in the mental 
health field. 

Traditionally, the focus in health depart- 
ment activities has been on prevention. We 
must continue to exert every effort toward 
the prevention of mental illness even though 
we must await more specific knowledge in 
many areas. At the same time, we must lend 
our efforts also to helping the person who 
is already mentally ill, and to his family. 

The challenge is two-fold : 1. How can 
we make optimum use of resources to meet 
the increasing demands for services for the 
mentally ill beyond the walls of the hos- 
pital ? and 2. What can a state-wide public 
health program provide in spite of the short- 


age of psychiatrically trained personnel ? 
We should like to describe an approach to 
the problem that has been made in Georgia 

. a program of public health nursing 
services to the mentally ill. 


The Georgia Department of Public 
Health, in cooperation with the Milledge- 
ville State Hospital (the only state mental 
hospital in Georgia) initiated such a pro- 
gram on January 1, 1953, which was de- 
signed to serve the families of the mentally 
ill, and provide partial follow-up services 
for patients. Full details are available(1, 2, 
3). This program began as a pilot project 
in 6 small, rural counties in the central part 
of the state with 2 larger, urban counties 
added the next year. At the end of the 
second year, 1955, an evaluation was done 
and this service made a part of the general- 
ized public health nursing program in the 
state. 

Prior to the initiation of this project, 
it had long been felt that a broad area of 

3 Read at the 115th annual meeting of The American 
Psychiatric Association, Philadelphia, Pa., Apr. 27-May 
1, 1959. 

2 Georgia Dept. of Public Health, Atlanta, Ga. 

3 Milledgeville State Hospital, Milledgeville, Ga. 
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health supervision was being neglected in 
our pubic health programs by the exclusion 
of the mentally ill. We felt very strongly 
that the psychiatric patient and his family 
faced many of the same kinds of problems 
that accompany any long-term chronic ill- 
ness and that public health nurses could be 
helpful in much the same way as with 
tuberculosis, cancer, or cardiac conditions. 
We knew, from personal contacts with pub- 
lic health nurses, that many of them were 
being called upon by community agencies, 
by patients and families for varying kinds 
of services, but they were not working on 
any planned program basis in relation to 
the mentally ill. 

It was never intended that the public 
health nurse do psychotherapy, but that 
her activities would be more in the area of 
supportive services. A number of activities 
in which the public health nurse could 
function in relation to the patient, the fam- 
ily, and the community were listed, not in 
the sense of setting limits, but rather as a 
guide by which she could feel more secure. 
These were : 

1. Help the family to accept the patient’s 
illness, his need for treatment, and perhaps 
hospitalization. 

2. Interpret the hospital's rules and regu- 
lations, diagnostic and treatment proce- 
dures. 

3. Encourage families to allow the patient 
to remain in the hospital until the medical 
staff felt that he was ready for furlough 
or discharge. 

4, Encourage communication between 
the family and patient ; between the family 
and the hospital. 

5. Help the family to accept the patient 
back into the home and explain furlough or 
discharge procedures. 

6. Help the family to return the patient 
to the hospital if further treatment is in- 
dicated. 

7. Direct the family and/or patient to 
community agencies if additional services 
are needed. 
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8. Promote mental health education in 
the community. 

9. Help the community to understand 

and accept the furloughed or discharged 
patient. 
When we were ready to begin the pilot 
project, the state hospital designated the 
social service department as the health 
department's point of contact with the hos- 
pital. Inter-agency referral forms were 
developed for use by the 2 agencies in 
exchanging information regarding patients 
or families. 

One of the foremost questions confronting 
us was how to find the people who were 
in need of service and establish a case-load 
for each nurse. All commitments are made 
through the county Court of Ordinary, and 
this seemed the logical place to start. Rec- 
ords in the Ordinary’s office listed names 
of patient’s committed, but at that time, 
there was no record of patients who had 
been released from the hospital. We took 
the problem back to the hospital and the 
following arrangement was made : 

1. The hospital agreed to send to the 
county health department an abstract of 
the record of every patient in the hospital 
or out on current furlough at the time the 
county started the service. 

2. The hospital would notify the health 
department when a patient was released on 
furlough or discharged, including voluntary 
admissions. 

3. Information on newly committed pa- 
tients would be furnished to local health 
departments only on request. 

4. County health departments would 

arrange with the Ordinary for notification of 
all new commitments. 
This arrangement provided the basic case- 
load ; additional referrals have come from 
local physicians and from community agen- 
cies as the service became known in the 
community. 

Soon after the health departments began 
receiving referrals, a system of priority for 
home visiting was established as a further 
guide for the nurses. The priorities were 
established in the following order : 

1. To families of newly committed pa- 
tients or patients awaiting commitment. 

2. To furloughed or discharged patients. 

3. To families of patients who could be 


furloughed if home conditions were favor- 
able and the family willing. 

4. To families of patients considered to 

be institutional cases. 
The frequency of nursing visits has been - 
left to the judgment of the nurse, depend- 
ing upon the needs of the patient and/or 
family, or other problems encountered in 
the home. 

Reports of initial visits to patients and/or 
families are sent to the state hospital ; 
reports of subsequent visits are made only 
if there is additional pertinent information. 
The nurse visits patients released from the 
hospital as “restored” just as she does the 
patient on furlough, but makes a report 
on these patients only in the case of re- 
commitment. 

As part of the preparation of the public 
health nurses for beginning this service, a 
3-day orientation is held at the state hos- 
pital. The nurses observe the various treat- 
ment procedures, recreational and occupa- 
tional therapies, attend diagnostic clinics, 
and are given lectures on selected topics by 
members of the hospital staff. 

In-service education programs are con- 
ducted in local and regional health depart- 
ments as requested, and consultation from 
the mental health consultant nurses and 
other members of the staff of the Division 
of Mental Health is always available. 

As the program develops, the need for 
more adequate medical and psychiatric 
supervision for the patients is a problem 
that is 2 challenge to the 50 psychiatrists 
and the 3200 other physicians in the state, 
as well as to our health departments. 

Georgia is a state comprising 159 coun- 
ties, all but 10 of which have organized 
health departments. The counties are 
grouped together into 38 health districts 
and at the present time there are 26 full 
time medical directors and approximately 
500 public health nurses employed. The 
expansion of this service into the 159 coun- 
ties is proceeding. Public health nurses in 
49 counties are now offering supportive 
services to families of newly committed 
patients, to families of patients already hos- 
pitalized, and to patients on current fur- 
lough or recent discharge from the state 
hospital. 
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Recently, a staff physician at the state 
hospital remarked, 


I had wondered so often why families of many 
of my patients never visited. Now that we get 
reports from the public health nurses I find 
that most of those who don’t visit have some 
serious problem at home, or just can’t afford 
the trips. I feel better knowing it isn’t lack of 
interest. 


The clinical director of one of the services 
stated, 


We, in the hospital, are vitally interested in 
what happens to the patient when he goes 
home. So much of the time we never know 
anything unless the patient has to return for 
further treatment. This program now keeps us 
informed about the patient after he returns 
to the community, and we appreciate that. 


The social service department summarizes 
additional benefits, 


Since the beginning of the pilot project in 
1953, there have been valuable services ren- 
dered by the public health departments in the 
counties in the program. 

Due to the education and interpretation 
given families of patients, there has been con- 
siderable increase in the interest of families. 
This has been manifested by more visiting to 
patients, more writing of letters, sending of 
gifts, and also more acceptance of the patients’ 
returns to their homes. 

Reports sent to the hospital by the public 
health nurses have been of great value to the 
medical staff. This information has given the 
staff a better understanding of the home sit- 
uation and other environmental influences, and 
has been particularly helpful in the study of 
a case when the patient is being considered for 
furlough. 

When the hospital has been unable to ob- 
tain a social case history in their routine 
procedures, the public health nurses or the 
local Department of Public Welfare have as- 
sisted the families in filling out a question- 
naire summary. 

The nurses’ services have been valuable re- 
garding the status of the next-of-kin. When 
a change in the next-of-kin is indicated, the 
hospital notifies the Ordinary of the patient’s 
county of residence asking that another next- 
of-kin be designated. This information is very 
important to the hospital in the case of illness, 
furlough, or death. 


Let us now look briefly at another pro- 
gram being developed in Georgia in which 
public health nurses are actively involved 
in follow-up services to mental patients 
and their families. 

On July 1, 1957, funds were made avail- 
able to the Georgia Department of Public 
Health by the Governor for the develop- 
ment of a program of intensive treatment 
of mentally ill patients in psychiatric units 
of general hospitals(4, 5). Patients are 
referred to the local health departments by 
their own physician or other appropriate 
medical sources. If certain financial and 
medical eligibility requirements are met, 
the application is accepted and the patient 
sent to the participating hospital nearest 
his home. Tax monies appropriated for 
this intensive treatment program are ad- 
ministered by the division of mental health ; 
treatment is the responsibility of the three 
participating hospitals and their psychiatric 
staffs. 

In this program, the public health nurse 
offers the same kinds of supportive services 
to patient and family as she does in the 
program just described. The major differ- 
ences are : 

1. Frequently, the nurse has more con- 
tact with the patient and family prior to 
hospitalization, during the waiting periods 
of non-emergency admissions. 

2. Application for treatment must be 
made voluntarily. 

3. Expansion of nursing services in the 
state hospital program is on a county by 
county basis. Applications for treatment of 
patients in this program are accepted from 
all counties, therefore many nurses are in- 
volved in follow-up services earlier. During 
the first year, applications were approved 
for 290 patients in 79 counties for the in- 
tensive treatment program. 

4. Since all admissions are on a voluntary 
basis, there is less chance of the nurse being 
viewed as someone “spying” for the hospital. 

5. In addition to other reports, a specific 
report is made to the division of mental 
health at a specified interval following the 
patient’s hospitalization. 

The mental illness-mental health problem 
is a tremendous one regardless of how it is 
approached. The shortage of resources is 
emphasized in the third annual report of 
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and Health (p. 6)(6) : 


We have not found a community that has all 
the services needed in the mental health field, 
and one inevitable conclusion from any survey 
will be the need for the creation of new serv- 
ices, or expansion of existing ones, both in 
quality and quantity of service. This finding 
leads us to the major inconsistency in our 
whole programming in this area ; namely that 
manpower is not and will not be available for 
these new and expanded services. 


We do not feel that we have the answer, 
but the programs just described are filling 
a need in this state. Furthermore, such 
programs point up a way of applying cur- 
rent concepts that emotional illness involves 
not just individuals, but cultural and en- 
vironmental influences in the family and 
the community. 

We are poignantly aware of the fact that 
if such programs continue to be developed 
over the country, some changes will prob- 
ably be needed in nursing and medical 
educational programs in order to prepare 
more adequately the practitioners for the 
roles expected of them. At the same time, 
in-service educational programs must con- 
tinue to supplement the educational needs 
of all levels of departmental staff. 


SUMMARY 


The Georgia Department of Public 
Health, in cooperation with the Milledge- 
ville State Hospital,‘ initiated a program 
of supportive services by public health 
nurses to mental hospital patients and 
their families in Jai.uary, 1953. This pro- 
gram was not limited to the discharged 
patient, but included the patient and family 
at the time of commitment, during the pa- 
tient’s hospitalization, and after discharge to 
the community. At the end of 2 years as a 
pilot project, the program was evaluated 
and this activity included as a part of the 
generalized public health nursing program 


4 The Milledgeville State Hospital was transferred, 
by Executive Order, from the Department of Public 
Welfare to the Department of Public Health on April 
24, 1959. N 


state’s 159 counties. 

A second program is presently being 
developed as a part of a state-aid program 
for intensive treatment of mentally ill pa- 
tients in general hospitals. Essentially the 
same kinds of supportive services are of- 
fered to patients and families by the public 
health nurses. 

These programs are ways of applying the 
current theoretical emphasis that emotional 
illness involves not just individuals, but 
situations and relationships in families and 
communities. 

As modern public health programs seek 
to deal seriously with the problem of men- 
tal illness, a balance must be maintained 
between services to the sick and preventive 
and health promoting activities for total 
populations. The present program of the 
Georgia Department of Public Health, over- 
lapping both areas, offers opportunity for 
continuing development of public health 
programs on a sound basis of experience 
which bridges gaps between hospital and 
community. 

The development of newer programs and 
the involvement of public health nurses 
in a broader scope of health services raises 
many questions for those interested in the 
preparation of future public health nurses 
as well as the continuing education of those 
currently employed. 

We believe this type program, modified 
to fit the special situation in each state, will 
be an important element in the total re- 
sources for offering follow-up services to the 
mentally ill. 
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Recommended Reading—“Trials and Tribulations” by A. A. Baker, M.D. and J. G. Thorpe, 
Ph.D. in the October issue of the Journal of Mental Science, p. 1082. 


EFFICACY OF TRIFLUOPERAZINE IN CHRONIC MENTAL ILLNESS 
ROBERT B. CAHAN, M.D.! 


This is a report on a rigorous 8 month 
study constructed to test the efficacy of 
trifluoperazine? (Stelazine) in a ward 
population of chronically regressed elderly 
female patients. Thirty women were chosen 
because they were not then receiving any 
tranquilizer. Age range was 58 to 88, aver- 
aging 72. Average length of hospitalization 
was 20 years. Twenty-two patients were 
classified as having chronic varieties of 
schizophrenia, 6 chronic brain syndrome, 
and 2 had manic-depressive psychosis, 
manic phase. 

A doubled blind key * was constructed to 
divide the group into placebo and drug 
groups. Initial dosage was 2 mg. b.i.d. 
raised by increments of 2 mg. daily at inter- 
vals of 10 days to 2 weeks. Preliminary 
weights, liver profiles, hematologies, vital 
signs, and target symptom interviews were 
obtained. 

At the end of 4 months all patients had 
reached 24 mg. daily except those who 
had their medicine discontinued because of 
serious side effects. Two patients, both on 
Stelazine, were improved; and 3 were 
slightly improved, 2 on placebo and 1 on 
Stelazine. 

The second phase of the study was begun 
by starting on Stelazine (2 mg. b.i.d.) 
those patients previously on placebo. Pa- 
tients previously on Stelazine were con- 
tinued on their previous dosage. Two 
patients were considered to have had side 
effects of such severity from the first trial 
of Stelazine that restarting the drug would 
be an excessive risk. One patient who had 
been on placebo only died during the first 
4 months. The remaining 27 were placed on 
a progressively increasing dosage scale as 


1 Norristown State Hospital, Norristown, Pa. 

2 Supplied as Stelazine by Smith, Kline and French 
Laboratories, Philadelphia, Pa. 

8 Key arranged and conducted by William P. Boger, 
Director, Department of Research Therapeutics, Nor- 
ristown State Hospital, Norristown, Pa. 


838 


before. Some patients reached as high as 
45 mg. daily, but most were leveled off 
at lower amounts in an effort to control 
serious side effects. 

At the end of 8 months, 3 patients had 
“improved,” 3 had “slightly improved,” and 
23 patients showed no noticeable or con- 
sistent change in ward behavior or mental 
status. Of the 6 improved, none had lost 
their grossly psychotic reactions. These 
6 included the 2 patients with manic- 
depressive psychosis, and 4 with schizo- 
phrenia. 

The only side effects definitely attribu- 
table to the Stelazine in this study involved 
muscular dysfunction. Eight patients were 
seen to develop a typical Parkinsonian syn- 
drome with onset of incapacitating symp- 
toms at dosage ranges of 10 to 17 mg. daily. 
This group included 2 of the 3 “improved” 
patients and 2 of the 3 “slightly improved.” 

Seven patients developed a severe, pro- 
gressive, generalized muscular weakness of 
central nervous system origin with onset at 
dosage ranges of 6 to 17 mg. daily. No 
localizing sign or pathological reflex was 
noted on examination, but 2 of the 7 women 
had an early associated relaxation of the 
pelvic floor. An eighth patient developed a 
prolapsed uterus without generalized mus- 
cular weakness, the pelvic floor manifesta- 
tions occurring at 6 to 14 mg. per day. None 
of the patients with muscular weakness was 
psychiatrically improved. 


ConcLusION 

Trifluoperazine is considered to be of 
limited usefulness and considerable toxicity 
in an elderly female population. 

The 8 patients with increased muscular 
rigidity having 4 of their number improved 
by Stelazine should be contrasted with the 
absence of psychiatric improvement among 
the 8 women with muscular weakness. In- 
vestigation of this phenomenon may reveal 
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clues to the operation of trifluoperazine. 
On the positive side, no agranulocytic, 

hepatotoxic, or biliary static effects were 

noted. A therapeutic agent which can im- 


prove the ward management of one-fifth 
of the severely and chronically ill patients 
should be considered as part of the psy- 
chotherapeutic armamentarium. 


EFFICACY OF DIVIDED AND SINGLE DOSE SCHEDULES 
IN INSULIN COMA THERAPY 


ARNOLD G. BLUMBERG, M.D., PETER LADERMAN, M.D., 
AND MAX FINK, M.D.’ 


While many technics for the adminis- 
tration of insulin in insulin coma therapy 
have been advocated(3), recent reports(4) 
have assessed multiple divided doses as 
more effective and safer than other meth- 
ods. Previous studies indicated that the 
production of coma was directly related to 
the level of hypoglycemia and its duration 
(1) and that deep coma for sustained peri- 
ods was essential to the treatment result 
in insulin therapy(2, 3). It seemed reason- 
able to test the suggestion of increased 
efficacy for a modified insulin administra- 
tion by comparing the length and depth of 
coma and the blood sugar levels in patients 
treated both by single and divided insulin 
dose methods. If the divided dose schedule 
were more effective, it would be expected 
that the induced coma would be equal or 
greater in depth and duration; that the 
time for onset would be equal or shorter ; 
and the blood sugar levels lower for divided 
dosage than single administration. 


METHOD 


Consecutive patients referred for insulin 
coma therapy were given daily increasing 
amounts of insulin in 3 divided doses until 
a coma level was achieved. The same total 
dosage was then given in one injection. 
Six patients were studied in this manner. 
Each patient was started on the following 
insulin dose schedule : first day—10 units ; 
second day—10 units and 2 doses of 5 units 
each at intervals of one half hour; third 
day—3 doses of 10 units at half hour inter- 
vals ; and fourth day—20 units followed by 
2 doses of 10 units. On each successive day 


1 From the Departments of Internal Medicine and 
Experimental Psychiatry, Hillside Hospital, Glen Oaks, 


the dose was increased in 10 unit incre- 
ments. At the time when coma was pro- 
duced, a single dose equivalent to the 3 
doses was given on the succeeding day. 

For each treatment, coma depth and the 
time of onset was determined. Coma was 
defined as the loss of consciousness ( failure 
to respond meaningfully to verbal signals), 
associated with the appearance of the Ba- 
binski reflex, and the loss of the lid reflex. 
An adequate coma treatment was defined 
as the persistence of this depth of coma, or 
deeper (loss of pupillary or corneal re- 
flexes ) for at least one hour. 

At half-hour intervals true blood sugar 
levels were serially determined by the 
Somogyi method. The resulting blood sugar 
curves and their level at the time of onset 
of coma, were compared for each subject 
with the blood sugar curve and coma data 
obtained on a single administration of an 
equivalent dose. 


OBSERVATIONS 


The blood sugar levels at various inter- 
vals after the administration of divided 
doses of insulin compared with a single 
dose of insulin in one patient is presented 
in Figure 1. This pattern has been repro- 
duced in each of the patients studied. For 
each, the blood sugar curve drops rapidly 
in the first hour without respect to the in- 
itial dose, and flattens at progressively 
lower levels as the total dosage of insulin 
increases. Coma characteristically is re- 
ported in subjects in whom the blood sugar 
curve is below 21 mg.% for an extended 
period of time(1). 

The time of onset of coma and the blood 
sugar level at coma in each of the patients 
is presented in Table 1. In five of the 6 
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TRUE BLOOD SUGAR LEVELS FOLLOWING ADMINISTRATION OF INSULIN 
IN DIVIDED AND SINGLE DOSE SCHEDULES 

90), INSULIN DOSAGE IN UNITS 

20,20,20u. AT 3OMIN. INTERVALS 

— 70,70,70u 


— 360u IW SINGLE DOSE 


SUGAR (Mg % 


TRUE BLOOD 


— 


240 


»” 60 90 120 150 180 210 
TIME IN MINUTES AFTER ADMINISTRATION OF INITIAL DOSE 


cases, there was no difference in the time 
required to induce coma by either the 
single or the divided dose methods. In one 
subject (Sc) coma was observed in 1 
hours with a single dose as compared with 
3 hours with divided doses. 


TABLE 1 
OnsET OF COMA AND BLoop SuGAR WITH 
DriviweD AND SINGLE DosaGE SCHEDULES 

Time for Coma Blood Sugar Value 
(mg. Jo) 


(minutes) 


Insulin Divided Single Divided Single 
Units Dose Dose Dose Dose 


330 210 190 4 0 
360 210 210 14 4 
270 210 210 15 15 
390 180 90 12 7 
360 210 210 12 8 
210 135 150 8 20 


= 


The average blood sugar at the time of 
coma was lower with the single doses than 
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with divided doses in 4 of the 6 cases. It 
was identical in one and lower with the 
divided dose in one. 

As there was no evidence in these studies 
that the divided dose method was more 
effective in the production of insulin coma 
than the single dose method, the divided 


dose technic was discontinued. 


CoNCLUSIONS 
The coma produced with the divided in- 


sulin doses did not occur earlier and was 
not deeper than that produced by the single 
dose. The increased effort in divided dose 
schedules is justified neither by increased 
safety nor by increased depth or duration 
of the induced hypoglycemia. 

There was no evidence that the initial 
dose of insulin sensitized the subject so 
that subsequent doses produced a greater 
hypoglycemic effect. The total hypoglycem- 
ic effect of divided doses appears to be less, 
if anything, than the effect of a single dose. 
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A RAPID URINE COLOR TEST FOR IMIPRAMINE 
(TOFRANIL, GEIGY) 


IRENE S. FORREST, Pu.D.,! ann FRED M. FORREST, M.D.? 


Rapid, simple, semi-quantitative urine 
color tests as an objective means of 
evaluating actual drug levels were found of 
value in the management of hospitalized as 
well as ambulatory mental patients, and a 
number of such tests were previously re- 

1 Research Biochemist 


2 Chief, Acute Service, VA Hospital, Brockton, 
Mass. 


ported by us for various phenothiazine de- 
rived drugs(1-4). 

A new psychopharmacological agent, im- 
ipramine (Tofranil), 5-(3-dimethylamino- 
propyl)-10, 11-dihydro-5H-dibenz [b, f] 
azepine hydrochloride, has recently been 
introduced and is widely used in depressive 
states, particularly in endogenous depres- 
sions. In view of the fact that depressive pa- 
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tients are frequently reluctant to ingest 
medication, it was especially desirable to 
have a simple urine test to determine in- 
stantly whether a patient is actually taking 
the prescribed drug dosage. Imipramine is 
not a phenothiazine drug, but its ring sys- 
tem containing two CH, groups in the place 
of the sulfur atom in phenothiazine com- 
pounds, is sufficiently similar in structure to 
expect certain similiarities of physiological 
drug metabolism, e.g. formation of metabo- 
lites of an intermediary oxidation level. (All 
of our rapid color tests, for phenothiazine 
compounds as well as for imipramine, are 
based on the reactions of these intermediary 
urinary drug metabolites with metal salts 
in acid vehicles of pH 1 or less.) 

A satisfactory reagent for the demonstra- 
tion of urinary Tofranil consists of a mix- 
ture of : 

25 parts 
25 parts 
25 parts 
25 parts 


0.2% 

30 % 
50 % 
20 


potassium dichromate solution 

(by volume) sulfuric acid 

(by volume) nitric acid 

(commercial product) perchloric acid. 


will be published shortly. In a representa- 
tive number of urine specimens containing 
Tofranil alone or in combination with phen- 
othiazine drugs, vitamins, energizers, etc. 
no false negative tests were encountered. In 
approximately 300 control urine specimens, 
either free of drugs or containing drugs 
other than Tofranil, no false positive tests, 
ie., green color reactions, were seen. In 
testing a urine specimen containing Tofranil 
plus a phenothiazine compound, the initial 
pinkish-purple to violet color reaction due 
to the phenothiazine compound, appears 
immediately and fades rapidly, and is then 
followed by the more stable development of 
green color due to Tofranil metabolites. 
Likewise, the presence of urinary Tofranil 
does not interfere with the various tests for 
individual phenothiazine drugs(1-4), and 
the tests for Tofranil and the respective 


The above Tofranil reagent reacts also 
with phenothiazine compounds, but in con- 
trast to the phenothiazine reactions, in 
which the colors are pink, purple or violet, 
Tofranil yields only green shades. 

The test is performed by placing 1 cc. of 
urine in a test tube, adding 1 cc. of the 
reagent, mixing gently and observing the 
resulting color development. Daily Tofranil 
doses of 25 to 250 mg. (the latter being the 
highest dose seen) yield a scale of colors 
ranging from pale olive to deep emerald 
green. The lower doses of 50 mg. per day 
or less produce color reactions of lesser 
stability, persisting for 15 to 25 seconds, 
while the medium and higher doses yield 
increasingly stable color complexes per- 
sisting for more than 60 seconds in the high- 
est doses. However, even the short lived 
reactions of the lower dosage levels may be 
properly interpreted with the help of a color 
chart which is currently in preparation and 


phenothiazine compound in patients on 
combination drug therapy may be carried 
out on two different 1 cc. samples of the 
same urine specimen. 

The Tofranil reagent itself is a pale yel- 
low solution. When mixed with control 
urines containing no drugs at all or pharma- 
cological agents other than phenothiazine 
compounds, it shows colors from pale yel- 
low to ocher or orange shades. Green reac- 
tions have been exclusively obtained in the 
presence of Tofranil. 
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THREE YEARS OF TREATMENT OF CHRONIC HOSPITALIZED 
PSYCHOTIC INDIVIDUALS WITH PROMAZINE (SPARINE ) 


ANTHONY J. GRAFFEO, M.D.* 


A study was made over a 3-year period 
of 180 chronic hospitalized psychotic pa- 
tients, 95 men and 85 women, for whom 
promazine hydrochloride therapy (Spar- 
ine®-Wyeth) was prescribed. The patients 
ranged in age from 16 to 88 years and the 
duration of their mental illness varied from 
1 to 62 years with an average of 15 years. 

The patients were selected at random, the 
only requisites being an increase in psycho- 
kinetic activity, manifested by restless- 
ness or agitation, complications from chlor- 
promazine therapy, or lack of improvement 
from the use of other methods of chemo- 
therapy. 

The patients came from two groups ; 
those in whom complications developed as 
a result of chlorpromazine therapy (58 
patients), and those who received pro- 
mazine therapy during the initial evaluation 
studies (122 patients ). 

The dose of promazine administered 
varied from 50 mg. given at bedtime to 400 
mg. q.id. The initial dose of promazine 
hydrochloride was administered according 
to the psychokinetic activity of the in- 
dividual. If the symptoms of restlessness, 
agitation, or proneness to get into difficulties 
with other patients were mild, 100 mg. of 
promazine, two or three times daily, usually 
were prescribed. When the behavior of the 
patient was severe, 400 mg. of promazine, 
t.id., were prescribed. One patient in the 
group received 1600 mg. of promazine 
daily for a period of approximately 15 
months. When patients accepted the tab- 
lets only to collect them or to eject them 
later, liquid promazine concentrate in equal 
doses in aromatic (glucose) solution was 
substituted for the tablets. When the liquid 
form of medication was refused, one-half 
the prescribed dose was given intramus- 
cularly. 

Statistically, 47 (26%) of the 180 patients 
showed marked improvement in behavior, 
and 82 (46%) showed moderate improve- 
ment. There was not any improvement in 
51 (28%) of the patients; however their 


1From Department of Psychiatry, Rochester State 
Hospital, Rochester, N. Y. 


behavior did not become worse. 

Improvement in their psychosis was 
also noted ; marked improvement occurred 
in 23 patients (13%) and moderate improve- 
ment occurred in 54 patients (30%). In 98 
(54%) patients there was not any psychotic 
improvement and, in 5 (3%), there was 
some indication of mild regressive trends. 

Promazine adequately modified the for- 
merly disturbed behavior pattern of the 
chronic schizophrenic patients so that 
psychotherapy was facilitated and, as a 
result, made it possible for 26 patients to be 
released from the hospital. Two patients 
returned from convalescent care because 
they did not take the promazine as directed. 

The results of this study confirm the 
conclusions of other authors of the need for 
adequate medication, but within the pre- 
scribed limits of the medication and in 
the range up to 1200 mg. divided equally 
into three doses given daily. 

Promazine has a very satisfactory range 
of safety, the effectiveness has been proved, 
and the complications or side effects are 
negligible. 

Although chlorpromazine is a useful ad- 
junct in psychotherapy, complications fre- 
quently develop from its use. The 58 
patients in whom these complications de- 
veloped on chlorpromazine therapy were 
safely treated and their disturbed behavior 
patterns sufficiently modified by the use of 
promazine therapy to enable them to return 
to their prepsychotic social environment. 
Of the 58 patients who were placed on 
promazine therapy because of the develop- 
ment of complications on chlorpromazine 
therapy, 49 (85%) showed resolution of 
their complications and have been con- 
tinued on promazine medication. Fifteen 
of the 49 patients who improved are on 
convalescent care. 

The hypothesis that increased potency of 
a phenothiazine associated with a high 
incidence of extrapyramidal symptoms is 
associated with a greater therapeutic effec- 
tiveness is not substantiated by this study 
comparing the effectiveness of chlorprom- 
azine and promazine over a 3-year period. 
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OBSERVATION ON TWO PSYCHOTOMIMETIC DRUGS OF 
PIPERIDINE DERIVATION—CI 395 (SERNYL) AND CI 400* 


LEONARD LEVY, M.D., D. EWEN CAMERON, M.D., 
AnD R. CAIRNS B. AITKEN, M.B., Cu.B.? 


This report describes the sensory blocking 
action of two anaesthetic drugs CI 395 and 
CI 400. CI 395 is Sernyl :—1—(1-phenylcy- 
clohexyl) piperidine monohydrochloride, 
and CI 400 which is N-ethyl—1 phenylcy- 
clohexylamine monohydrochloride. The 
phenylcyclohexyl nucleus is common to 
both drugs. 


PROCEDURE 


Four schizophrenic and 14 patients with 
mixed psychoneurosis were given both 
drugs in dosage of 0.05 to 0.2 mg. per kg. 
of body weight. Intravenous injections pro- 
duced the most striking effects within 
minutes ; intramuscular injections were less 
marked but more prolonged ; oral adminis- 
tration was least effective. 

Sernyl produced tachycardia, sweating, 
excessive salivation, disturbances of con- 
sciousness, cerebellar signs, motor effects, 
loss of deep pain sensation and anaesthesia. 
These changes were mild or absent with Cl 
400, which caused disorder of thought with 
apathy but no body-image disturbance. 
Both drugs produced mild hypertension. 

With Serny] psychoneurotic patients 
showed apathy, then anxiety, followed by 
disturbance of body-image, feelings of un- 
reality and depersonalization, together 
with thought disorder, disorganization of 
intellectual processes and difficulty of com- 
prehension. 

Two patients became hostile and para- 
noid and one experienced auditory hal- 
lucinations. Euphoria occurred in 6 patients 
after intravenous injection. 

The body-image disturbance which oc- 
curred in all patients was well recalled after 
effects of Sernyl had disappeared. Feelings 
of “floating in outer space” were frequently 


1 The authors express their appreciation to Parke, 
Davis & Company, Ltd., Detroit, Mich., for their 
supply of drugs used in this study. 

2 From the Allan Memorial Institute of Psychiatry 
of McGill University and the Royal Victoria Hospital, 

Montreal, Que. 


described. A tendency for patients to main- 
tain catatonic limb postures was present 
with Sernyl and absent with CI 400. 

Chlorpromazine, 50 mg. intramuscularly 
seemed to antagonize the psychotomimetic 
effects of Sernyl and produced a return to 
normal body-image. 

In the 4 schizophrenic patients, Serny] 
produced an increase in the schizophrenic 
symptoms with exaggeration of thought 
block, body-image disturbance and. deper- 
sonalization. Two of these patients who 
received LSD 25 previously, described their 
reaction to Sernyl as different to LSD 25. 
CI 400 on the other hand, produced an 
alleviation of symptoms and mild clinical 
improvement. 


COMMENTS AND SUMMARY 


Based on the work of Elkes and Shore, 
Sernyl appears to exert its action by the 
release of adrenaline and noradrenaline in 
association with the depression of the 
availability of serotonin in the brain. This 
is consistent with Brodie’s hypothesis(1) 
that serotonin and noradrenaline are antag- 
onistic chemical mediators regulating the 
central autonomic system. 

The importance of kinaesthetic input in 
preserving the intactness of the body-image 
is well recognized in studies of the effects 
of sensory deprivation(2). Nocturna) de- 
lusions of the senium due to loss of famil- 
iarity with surroundings is also a well 
recognized phenomenon(3). Hence, dis- 
turbance of kinaesthetic input, whether 
taking place primarily within the brain, 
due to externally administered agents such 
as CI 395, or outside the brain as in sensory 
deprivation, leads to psychotic behaviour 
with features similar to schizophrenia. “In- 
formation input underload” and the dis- 
turbance of coding or integration of sensory 
stimuli at a higher level may be the possible 
cause of psychotic behaviour. 

The reversibility of the psychotomimetic 
effects produced by Sernyl with chlorpro- 
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mazine, suggests a common mechanism with 
that seen in temporary psychotic states, 
such as acute paranoid or schizophrenic 
reactions. This would support the tentative 
hypothesis of Luby and associates(4) “that 
certain primary symptoms of schizophrenia 
may have their basis in a dys-synchrony or 
defect in proprioceptive feedback.” 


BIBLIOGRAPHY 

l. Brodie, B. B. : Neuropharmacology, 3rd 
Conf. Josiah Macy, Jr., Found., 75 : 323, 1956. 

2. Bexton, W. M., Heron, W., and Scott, 
T. H. : Can. J. Psychol., 8 : 70, 1954. 

3. Cameron, D. E. : Psychiat. Quart., 1941. 

4. Luby, E. D., Cohen, B. D., Rosenbaum, 
G., Gottlief, J. S., and Kelley, R.: A.M.A. 
Arch. Neuro. & Psychiat., 81 : 363, 1959. 


REPORT OF HYPOMANIC EXCITEMENT WITH IMIPRAMINE 
TREATMENT OF DEPRESSION 


C. E. SCHORER, M.D.! 


With the recent flood of anti-depressive 
drugs, many reports have appeared con- 
cerning their physical side-effects and 
toxicity. But the psychic side-effects need 
to be kept in mind because they can create 
serious problems requiring hospitalization 
or other immediate treatment. Psychomotor 
and psychological changes of a patho- 
logical sort, in fact, have been mentioned 
briefly in earlier articles on imipramine. 
Lehmann reports visual hallucinations or 
hypomanic excitement appearing in 7 of 
84 patients treated with that drug(1). 
The commercial description of imipramine 
lists agitation as the commonest side-effect 
requiring discontinuance of therapy—25 
times more common than any other psychic 
or physical reaction(2). Azima describes 
elation or hypomania in 10 patients out of 
145 given the drug(3). 

This paper deals specifically with the 
occurrence of hypomania during imipra- 
mine treatment. At this hospital, 88 patients 
have been given imipramine in the usual 
dosages. Among these, 6 instances of hypo- 
manic excitement appeared, with such 
typical features as elated mood, grandiose 
schemes, pressure of speech, restlessness, 
and combativeness. In some instances this 
behavior stopped a few days after the drug 
was stopped ; in other patients, it continued 
for more than 8 weeks after stopping 
imipramine. A patient report follows : 


A 58-year-old white woman became gloomy, 
apathetic, unable to do household tasks, 
anorexic, sleepless, and suicidal beginning in 


1 Lafayette Clinic, Detroit 7, Mich. 


June, 1958. She lost 30 pounds and became 
more depressed in spite of treatment with a 
combination of amphetamine and amobarbital. 
No previous episodes of depression or hypo- 
mania were admitted. When first seen in the 
outpatient department, in June, 1959, she 
was given imipramine 25 mgm. q.i.d., and in 
two or three days rapidly changed. She visited 
and irritated others by her excessive enthusiasm 
and constant calls, and was admitted to hos- 
pital on July 2, 1959. Imipramine was dis- 
continued and the ward physician gave her 
large doses of trifluoperazine for her over- 
activity. By July 7, she showed extrapyramidal 
signs, but was still over-talkative, distractible, 
and verbosely enthusiastic for the hospital and 
the staff. An EEG and routine laboratory 
tests were normal. Psychological test per- 
formance was impaired by her inability to 
sit still and finish ; the tests showed euphoria, 
defects of attention, flight of ideas, and pres- 
sure of speech. On July 17, psychological 
tests still showed minimal organic changes 
and the defects of attention noted ten days 
earlier. Proclorperazine was substituted as 
the patient became calmer, but even when 
discharged on September 4, she still showed 
signs of hypomania, although no longer taking 
imipramine for two months. 


This case illustrates several important 
problems in imipramine treatment. Is the 
hypomania a drug-induced reaction, or is 
it merely a variant, an equivalent of the 
depression ? Is this altered behavior truly 
a side-effect of the drug, or, since it con- 
tinued long after imipramine was stopped, 
merely another pathological expression of 
the same basic excess of anxiety, permitted 
or provoked by the effect of imipramine ? 
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If the latter possibility is accepted, what is 
the neurophysiological or psychodynamic 
mechanism for the change(4, 5, 6, 7) ? 
Another question raised by this survey 
of our depressed patients is whether or not 
the change from depression to hypomania 
is unique for imipramine-treated patients. 
It also occurs in manic-depressive patients 
without medication, in psychotherapy, and 
with ECT, although the exact incidence is 
not known. It has occurred in 3 of our 
patients receiving new monoamine oxidase 
inhibitors. Besides, hypomanic excitement 
appeared in a depressed boy of 16 with 
schizophrenia (schizo-affective type) on 
imipramine administration, and was treated 
in a similar way to the above described 
patient. Imipramine-induced hypomania, 
therefore, appears not merely in the manic- 
depressive patient, but seems a possible 
reaction whenever a severe affective dis- 
order occurs. Adequate treatment consists 


of discontinuing imipramine, administering 
phenothiazines, and, if necessary, hos- 
pitalizing the patient. 

In summary, hypomania may occur dur- 
ing imipramine treatment of depression, 
and may continue long after imipramine is 
discontinued. 
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THROMBOCYTOPENIA IN PROLONGED CHLORPROMAZINE 
THERAPY 


JOHN R. SHAWVER, M.D., anv STANLEY M. TARNOWSKI, M.S.' 


A patient in our hospital developed 
thrombocytopenia in February, 1958, after 
receiving 200 mg. of chlorpromazine twice 
daily continuously since March 19, 1956. 
The psychiatric diagnosis was schizophrenic 
reaction, chronic undifferentiated type. The 
thrombocytopenia produced bleeding from 
the gastro-intestinal tract. This in turn 
produced anemia with a red blood count of 
1,840,000 ; hemaglobin 7 gms. ; white blood 
count 4,300; neurophils 61; lymphocytes 
35; monocytes 4; hematocrit 22; platelet 
count 66,500. The next day the platelet 
count was 38,640. As soon as this condition 
was discovered the chlorpromazine was 
discontinued. A splenectomy was performed 
by our surgical consultant. Following the 
splenectomy the platelet count rose to 
116,000 but in a few days dropped to 
50,000 where it remained. The patient 
developed a lung abscess. Treatment for 
this condition was ineffective and the pa- 


1VA Hospital, Waco, Tex. 


tient died. During treatment he received a 
total of 69 pints of whole blood. 

Our experience in this case caused us 
to wonder if any relationship between the 
administration of chlorpromazine and the 
development of thrombocytopenia can be 
demonstrated. We have studied 245 patients 
who have been on chlorpromazine adminis- 
tration for 2 or more years, with a drug 
range from 100 mg. to 800 mg. per day. 
In addition to routine hematological proce- 
dures, platelet estimations were performed 
employing Breecher’s(1) method which 
utilizes a phase microscope. In our group 
only one individual reflected a low platelet 
count of 77,000 per cmm. coincidental 
with a leukopenia of 2,150 per cmm. No 
abnormalities were noted in this case with 
regard to interference of bleeding and 
clotting mechanisms as demonstrated by 
normal bleeding and coagulation times, 
clotting retractions, prothrombin and _pro- 
thrombin consumption times and fibrinogen. 
Upon drug removal and 6 months later, the 
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low platelet count and leukopenia were 
still present. 

Forty-three patients of our original group 
revealed low normal platelet counts 
(175,000 per cmm. or less) and were re- 
evaluated after an additional 6 months of 
chlorpromazine with essentially no changes 
encountered. 

Ayd(2) reported no dramatic hemato- 
logical changes, without platelet counts 
being performed, in a survey of 50 patients 
administered chlorpromazine for 2 to 4 


years. LeBlanc(3) reported a marked drop 
in platelets following a single injection of 
chlorpromazine in animals. 


SUMMARY 


Two hundred and forty-five patients who 
had been on chlorpromazine medication for 


two or more years were evaluated hemato- 
logically, including platelet estimations. 
Only one case was found with a relatively 
low platelet count coincidental with leuko- 
penia in which no interference in bleeding 
or clotting mechanism could be demon- 
strated. From our study we conclude that 
the development of thrombocytopenia in 
patients who are on prolonged therapy 
with chlorpromazine is rare. We plan to 
evaluate the 245 patients in this study at 
yearly intervals. 
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CASE REPORTS 


AGRANULOCYTOSIS FOLLOWING USE OF IMIPRAMINE 
HYDROCHLORIDE (TOFRANIL ) 


P. A. ROTHENBERG, M.D., anv CHARLES HALL, M.D.! 


There have been no cases of agranulocy- 
tosis occurring as a complication of the 
use of imipramine hydrochloride (Tofra- 
nil) reported in the literature. Since this 
drug is now widely used in the therapy of 
depression in both office and _ hospital 
practice, it is considered important to pub- 
lish the occurrence of agranulocytosis fol- 
lowing its use. 


W. M., a 64-year-old white, married male 
was admitted to the Albany VA Hospital on 
7/22/59 with the history of depressed feel- 
ings of a few months’ duration. Pertinent med- 
ical history included probable minor cerebral 
vascular accidents in the past with no gross 
residuals. There was no history of any medica- 
tion or exposure to toxic substances which 
would be considered likely to produce bone 
marrow depression. Psychiatric diagnosis was 
involutional psychotic reaction and electro- 
convulsive therapy was planned. The admission 
CBC was : WBC-—6,450 ; 77% neutrophils, 20% 
lymphocytes, 1% monocytes, 2% eosinophils ; 
hemoglobin—14.8 grams ; hematocrit—48. The 
admission unrinalysis showed a 1-plus album- 
inuria, 30-40 RBC’s per hpf. and 2-4 granular 
casts. The patient’s physical status was evalu- 
ated by a medical consultant who found evi- 
dence of arteriosclerotic heart disease with 
mild decompensation, mild hypertension, and 
osteo-arthritis. He was redigitalized, having 
been on digitoxin previously. 

Prior to shock therapy, he was placed on 


1 Respectively, Staff Psychiatrist and Hematologist, 
VA Hospital, Albany, N. Y. 


Tofranil 25 mgm. t.i.d. p.o. for one week 
with an increase to 50 mgm. t.id. for the 
next 4 weeks. It was then discontinued because 
of negligible improvement in his mental status. 
A CBC one week after start of Tofranil was 
within normal limits. At the end of the fifth 
week of Tofranil he was found to have a WBC 
of 2,650 with 8% neutrophils, Three days after 
the drug was discontinued a bone marrow 
aspiration showed severe hypoplasia particular- 
ly of the granulocytic series. Erythrocytic 
production was also depressed but not as 
severely. Megakaryocytes were normal in num- 
ber. At that time there were no neutrophils in 
the peripheral blood. Lymphocytes predomi- 
nated but no abnormal cells were seen. A few 
hours later he developed a fever of 100-103, 
and sore throat. He was treated with anti-bi- 
otics followed by corticosteriods. Simultane- 
ously with the first dose of the latter and prob- 
ably unrelated to it, 6% stab forms appeared in 
the differential. There was a rapid return to a 
normal WBC and differential over the next 
few days. A slight drop in hematocrit was also 
quickly restored. Following recovery the ster- 
oids were discontinued. A second bone marrow 
aspirate taken after recovery was normal. 


During the course of hospitalization other 
drugs taken included two doses of sodium 
phenobarbital intramuscularly, grains 2, 
digitoxin 0.1-0.2 mgms. daily, mineral oil 
emulsion, Dulcolax and Fleet’s phospho- 
soda. It is our opinion that agranulocytosis 
in this case was probably due to imipramine 
hydrochloride (Tofranil ). 
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TREATMENT OF DEPRESSIVE STATES WITH MARPLAN 


JANE E. OLTMAN, M.D., anp SAMUEL FRIEDMAN, M.D.' 


The present report is an evaluation of 
Marplan in the treatment of depressive ill- 
nesses. 

Marplan? is an amine oxidase inhibitor 
with the chemical formula : 1-benzyl-2-(5- 
methy]-3-isoxazolylearbonyl) hydrazine. 
Treatment was initiated with one tablet 
(10 mg.) t.id.; the dose was increased as 
necessary, usually within 7 to 10 days, to 
5 or 6 tablets daily. Although favorable 
response was apparent in some instances 
within the first week, optimal results usually 
did not appear until the 3rd or 4th week of 
treatment. Following maximal response, 
maintenance therapy was continued, usual- 
ly at a level of 2 to 3 tablets daily. 

The case material consisted of 100 pa- 
tients admitted to the Fairfield State Hos- 
pital during the past 8 months. There were 
83 women and 17 men. They ranged in 
age from 28 to 82; 55% were in the 5th 
and 6th decades. The diagnostic grouping 
included : psychoneurotic reactive depres- 
sion—33, psychotic depressive reaction—14, 
manic-depressive reaction—35 (depressed— 
27, circular—6, confused—2), involutional 
psychotic reaction—10, and arteriosclerotic 
or senile reaction with depression—8. In 
general, the illnesses were acute or sub- 
acute, and the degree of depression was 
relatively severe. 

Results of treatment were regarded as 
eminently satisfactory. Of the entire group, 
70% were considered to have achieved a 
remission (47%) or much improved status 
(23%). The factors which may have con- 
tributed to therapeutic success or failure 
were not clearly crystallized. Males and 
individuals over 70 seemed to react some- 
what less favorably. Concomitant organic 
factors did not mitigate against satisfactory 
results. Multiplicity of attacks did not 
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appear to be a significant factor. Results in 
the circular manic-depressive group were 
comparatively poorer than in the series as 
a whole ; however, the number in this group 
was small. 

Indications for the use of Marplan run 
parallel to those for ECT with respect to 
depressive illnesses. However, the two 
modes of treatment should not be regarded 
in antagonistic terms. In some instances, 
ECT is preferable ; in others, drug therapy 
may be the treatment of choice. For exam- 
ple, of the 70 patients in the successful drug 
group, 16 had been recently treated with 
ECT, without effect or with prompt re- 
lapse. These patients, previously refractory 
to ECT, responded well to Marplan. Ten of 
the 30 patients refractory to Marplan were 
then treated with ECT; 50% responded 
well. 

Situations which especially favor the use 
of Marplan are: the presence of physical 
factors which make the administration of 
ECT either hazardous or untenable; the 
intervention of complications or physical 
illness after the initiation of ECT ; refrac- 
toriness to, or relapse following ECT, or 
when maintenance ECT is required to 
preserve a satisfactory level; refusal of 
permission for ECT. Since optimal effect 
of drug therapy may not appear until the 
3rd of 4th week of treatment, ECT is pref- 
erable whenever there is significant suicidal 
risk or when immediacy of response is 
otherwise desirable, as in the presence of 
severely depleted nutritional status. 

With respect to the ultimate level of im- 
provement and total duration of treatment, 
Marplan was found to compare favorably 
with ECT in many instances. It appears 
probable that the number of ECT treat- 
ments cannot be reduced by the con- 
comitant administration of Marplan. How- 
ever, there was frequently stabilization of 
the effect of ECT by the simultaneous or 
subsequent use of the drug. It is difficult 
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at present to estimate how long the drug 
must be administered. Our observations 
thus far would indicate that antidepressant 
drugs must be continued for some time 
after apparent remission of the attack. 

As with ECT, the tendency to swing from 
the depressive phase to a mild hypomanic 
state was also noted with Marplan. Brief 
omission of the drug followed by reduction 
of the previous dosage usually alleviated 
the condition. 

Complications or side effects were few 
and minor. They consisted chiefly of mild 
dizziness, headache or sensation of fulness 


in the head, and feelings of weakness or 
shakiness. These occurred more often in 
elderly patients ; they could be ameliorated 
by reduction of dosage. There was no clin- 
ical evidence of hepatic damage, and liver 
function profiles were unchanged. 


SUMMARY 


Marplan is a safe, effective drug in the 
treatment of depressive states. Good to 
excellent results were obtained in 70% of a 
series of 100 hospitalized patients suffering 
from depressive illnesses. Complications or 
side effects are minor. 


PRELIMINARY REPORT ON A NEW PSYCHOTROPIC COMPOUND 
(RO 4-0403/4) 


WALTER KRUSE, M.D.' 


The clinical evaluation of a new psychi- 
atric drug is always a stimulating experi- 
ence. The present study seemed particularly 
interesting since initial testing by a number 


of European investigators(1) had shown 
the drug to have antidepressive as well as 
tranquilizing properties. Ro 4-0403/4? is a 


thioxanthene derivative (2-chloro-9-(3- 
dimethyl-aminopropylidene )-thioxanthene ). 
Comparison of its structural formula with 
that of chlorpromazine reveals a rather 
minor difference between the two: the 
nitrogen in the second ring of the phenothi- 
azine is substituted by carbon and the side 
chain is attached to it by double bond. 

So far we have treated 30 female hospital- 
ized psychiatric patients with this new drug 
for a period of 2 months or more. Twenty- 
three of these patients had been sick more 
than a year, 7 were more acutely ill. All 
patients were depressed. Ten belonged to 
the manic-depressive group, 8 were involu- 
tional depressions, 6 were schizophrenics 
with marked and persistent depressive fea- 
tures, and 6 were reactive depressions of 
the psychoneurotic category. Ages were 
between 26 and 64, average age was 49 
years. Average duration of illness was 2.8 
years. All of the chronic cases had had pre- 


1 Danvers State Hosp., Hathorne, Mass. 
2 Ro 4-0403/4 was provided for this study by Roche 
Laboratories, Nutley, N. J. 


vious treatment (ECT, phenothiazines, imi- 
pramine, and MAO inhibitors) and had 
failed to respond. None of the acute cases 
had previous treatment. Ro 4-043/4 was 
given in tablet form. Starting dosage was 
25 mg. t.id., highest dosage was 400 mg. 
daily. A few patients responded satisfac- 
torily to a dosage of 100 mg. daily, most 
of them needed 150 mg. Further increases 
helped only in 2 cases and did not help in 
6 cases. Already on the first or second day 
a certain sedative effect was noticed and a 
very definite improvement of sleeping hab- 
its. A lifting of the depression occurred as 
early as 3 days after beginning of treat- 
ment, in most cases after the first week 
and before the fourth week. Ro 4-0403/4 
was well tolerated. There was some initial 
drowsiness in 5 of the 30 patients. Blood 
pressure dropped an average of 15 mm. 
But in the case of a 51-year-old patient, 
the BP dropped to 56/40 on the second day, 
and treatment had to be discontinued. This 
patient had shown similar reactions to 
phenothiazines, imipramine, and MAO in- 
hibitors. Eight patients complained of dry- 
ness of the mouth. No other unpleasant 
reactions occurred in this series of patients. 


RESULTS 


Eleven of the 30 patients showed excel- 
lent response and were able to leave the 
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hospital on extended visits. Ten patients 
showed some improvement, and 9 were 
essentially unimproved. As expected, the 
7 acute cases (6 psychoneurotics and 1 
manic-depressive) responded better than 
the chronic ones. While 6 of them showed 
excellent response the seventh, a psycho- 
neurotic depression, improved only moder- 
ately. Only 5 (2 manic-depressives and 3 
involutional depressions) of the 23 chronic 
cases could be classified as “excellent re- 
sults,” but it should be mentioned that none 
of these patients had responded to previous 
treatments, including MAO inhibitors and 
imipramine. Of the remaining 18 chronic 
patients, 9 showed some improvement : 
they slept better, had a better appetite, and 
were less agitated. They were also less de- 
pressed as evidenced by their behavior and 
facial expression, but subjectively there was 
little or no change of mood. 

One case of a circular type of manic- 
depressive illness was of particular interest. 
Treatment had been started when patient 
was in a depressive phase. Within 10 days 
the depression lifted and the patient was 


on home visit. After a week she became 
hypomanic. Treatment with Ro 4-0403/4, 
however, was continued and in a few days 
its tranquilizing effect became very clear. 
The patient was thus able to remain home. 
A few weeks later the patient’s mood had 
finally returned to a normal level. 

Delusions and hallucinations in schizo- 
phrenic patients were little affected by this 
drug, but the hypochondriacal ideas found 
in depressive patients responded surprising- 
ly well. Sleep was promptly improved, and 
this seems particularly important since 
neither imipramine nor the MAO inhibitors 
seem to be of much help in the insomnious 
cases. 

In spite of the small number of patients 
in this study the results especially in the 
chronic cases indicate that Ro 4-0403/4 is 
a potent antidepressive agent. If further 
experience supports our preliminary find- 
ings it will certainly find its place in the 
treatment of depressed patients. 
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NEW MENTAL HEALTH ACT. ENGLAND AND WALES 


Elsewhere in this issue will be found 
a discussion of the new Mental Health 
Act in England and Wales which Dr. Wal- 
ter S. Maclay, Medical Senior Commis- 
sioner of the Board of Control, has been 
kind enough to prepare specially for the 
Journal at our request. 

The new Act replaces in one piece of 
legislation many Acts of the past 70 years. 
It is the result of a vast amount of study 


and administrative skill. 

It gives expression to the entirely new 
way in which mental disabilities are being 
considered and dealt with by those best 
qualified to judge. 

Dr. Maclay’s presentation of the impor- 
tant features of the new Act should be of 
great interest to all interested in the care 
and treatment of mental patients and espe- 
cially those bearing responsibility therein. 


MENTAL HEALTH—BACK TO THE COMMUNITY ! 


Tens of millions of words have been 
written, and are yet to be composed on the 
subject of our national mental health situa- 
tion, as we continue to struggle for manage- 
ment of a problem which sometimes seems 
to enlarge more rapidly than the solutions 
come to light. Yet at long last the time is 
right, and the message is in the wind ; here- 
tofore scattered and haphazard efforts to 
gain information, promote planning, and 
erect an organizational structure which will 
facilitate adequate prevention and _ treat- 
ment are merging into one deep, unidirec- 
tional channel. As individual citizens and 
as medical planning groups we have an in- 
creasingly clear idea where we are going. 
If a slogan has not been drawn from the 
tumult of detail, this is because we have 
felt no need for it. Yet as a descriptive sum- 
mary of present trends, the simple words, 
“Back to the Community” have meaning 
and usefulness. The development of com- 
munity orientation is more prepossessing 
than it may first seem, for it gains its im- 
portance from consistency with the cur- 
rents of our national life. A concept is 
right and timely, adjustive and successful to 
just the extent that it is consistent with the 
wider dynamic milieu into which it is in- 
troduced. At the community level, the pa- 
tient and the various financial and mechan- 
ical issues of mental health prevention and 
treatment are personalized ; when this hap- 
pens, action results. 


Whatever multiple causes may be as- 
signed by the sociologists, the fact stands 
clear that today the process of decentraliza- 
tion in American living has become a flood- 
tide. The bright call of the mechanized mob 
has lost its urgency, and almost no one 
wants to be “Mr. Average” any more. This 
is clear not only in the stylized, neurotic 
individualism of today’s young writers, and 
in the peculiarities of society's “fringe 
groups,” but also in mundane daily affairs. 
Surburban homes and the shopping centers 
which organize them into small communi- 
ties, small cars which increase the driver's 
freedom of operation in the mobile environ- 
ment, decentralization of industry and bank- 
ing, increasing competition in the stand- 
ard trade markets such as tobacco, and the 
emphasis on individualism which keynotes 
modern advertising are but a few examples. 
People seek out new and fantastic hobbies 
and sports, perhaps only to devote some 
corner of the week to “being themselves” 
in a unique way. 

If the need for individuality is so blatant- 
ly expressed by the emotionally healthy, 
and if satisfaction is often so pitifully in- 
complete, how much more intense are the 
needs and frustrations of the mentally ill ? 
These are the personalities who have be- 
come casualties of our over-mechanized 
culture—a culture with too many demands 
to meet, too many choices to make, too 
many rules to remember. 
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The gadgets of our existence may have 
improved in efficiency, but is it too trite to 
point out that man evolves a bit more slow- 
ly, that he struggles along with the same 
old physical machine, and what is more, 
the same old psychological machine ? The 
tools of happiness today are expressly what 
they were hundreds and perhaps thousands 
of years ago. They include a firm sense of 
one’s identity as separate from the environ- 
ment, and yet an established and productive 
role in that environment. They include 
secure, lasting relationships with family, 
friends, employer, and the corner grocer— 
relationships which are not vulnerable to 
the tide of fortune, or someone’s “bad 
mood.” 

It is in this context, then, that reorgan- 
ization of the national mental health pro- 
gram should be undertaken. 

1. Provide the patient with a treatment 
setting in which he can retain his indi- 
viduality (or regain it), where he can be- 
long as part of the group (or learn how to), 
and we will have provided him with the 
tools of recovery. Small hospitals well- 
spaced geographically, should replace the 
massive, mechanized structures of yester- 
year, which still house the lost lines of 
nameless faces. 

2. The aim of good psychiatric treat- 
ment is, and always has been, the realign- 
ment of the dynamics of the personality, 
in such a way as to capitalize on the pa- 
tient’s strengths, and reduce the influence 
of his frailties. Then let us capitalize on 
his strengths! Let us use his relationships 
with family and friends, his job, his social 
interests, his myriad ties with his own 
community. Let us offer help in or near the 
community, in smaller mental hospitals, 
in psychiatric units within general hos- 
pitals, in outpatient mental hygiene clinics, 
in the offices of psychiatrically-oriented 
general practitioners. Let us build vo- 
cational rehabilitation programs around 
“day-and-night” hospital plans, and em- 
ployers who can offer “stress-graded” work. 
Let us return the patient from his illness by 
means of a steady ladder of increased 
community participation, with “halfway 
houses,” family counselling, follow-up psy- 
chotherapeutic guidance. 

3. The mechanism of substituting re- 


versibility for the irreversibility which for- 
merly led so many patients into deeper 
mental illness and eventual custodial care 
is a simple one. Open the lines of communi- 
cation and facilitate a free flow of patients 
between the community and the hospital. 
Remove legal restrictions and change com- 
mitment procedures, so that the trail to a 
public mental hospital does not become a 
slippery, one-way street. The choice of 
treatment level type and setting should be 
flexible and available to all patients for a 
precisely optimal period. Then, and only 
then, will we fulfill our responsibility for 
guarding the mental as well as the physical 
health of everyone in the community. 

The responsibility for this type of com- 
munity-centered mental health program 
falls squarely on those shoulders most 
competent to carry it—those of the busy 
family and general physician. He knows, or 
should know, his community, its resources, 
its people, and its problems. The conduct 
of both prevention and treatment of mental 
illness falls within the proper realm of his 
judgment and control. A doctor dedicated 
to the promotion of “whole-person-health” 
will note the beginning of emotional dif- 
ficulties, and through work with his patient 
and knowledge of the environmental milieu, 
can frequently take the necessary “stitch in 
time.” When the problems require special- 
ized help, he can make the necessary re- 
ferrals, if through his own efforts in com- 
munity organization and leadership, he has 
provided himself with the necessary con- 
tacts and resources. Psychiatric and other 
medical specialists, various kinds and levels 
of psychiatric facilities, social and civic 
agencies all stand ready to play appropriate 
roles on the periphery of the mental health 
circle ; the family physician is the core of 
the circle, and his the executive role. 

Such a burden of responsibility may seem 
cruel at first glance, whereas properly 
managed it can lighten the general phy- 
sician’s work, particularly those aspects 
which are immeasurably frustrating and 
discouraging. For the recurrent neurotic, 
hypochondriacal, psychosomatic, or other- 
wise emotionally ill patient there can be 
help which is remedial, rather than merely 
temporary or palliative. In an age of 
specialization when too many doctors are 


— 
4 
\ 
ae 
wie 


1960 ] 


COMMENTS 


853 


forced into the role of technicians, the 
broader, community approach to medicine 
much more nearly approaches the original 
motivations of a physician. Devotion to 
productivity, interest in growth and de- 
velopment, almost childlike curiosity about 
the rhythms and needs of life, ease in 
_ identifying with other human beings are 
some of the priceless qualities that make a 
doctor—and also a community leader. Fifty 
years ago, the “town doctor” was auto- 
matically healer and civic leader; the 
needs and trends of American life today 
seem to demand that he return (although 
in a more complex sense) to this time- 
honored role. 

The thesis of “Back to the Community” 
is merely that, failing adequate manpower 
and facilities to deal with our national 
mental health crisis through habitual meth- 


ods, we can make use of the resources avail- 
able, within our communities and within 
ourselves. More hospitals, more money, and 
more psychiatrists we most clearly need. 
While we acquire these, the most adaptive 
approach lies not in deepening the old, 
socially neurotic channels of adjustment, 
but in realigning our medical defenses in 
a way that better fits the needs of our 
patients. Early treatment, preservation of 
the patient’s resources, reassertion of our 
own human abilities as doctors—in short, 
decentralization of the mental health pro- 
gram combined with old-fashioned medical 
“horse sense”—will not only function as 
means of interim control, but will reduce 
the total quantity of hospitals, money, and 
psychiatric specialists we must ultimately 
acquire. 
F, G. E. 


ETHICS BORN OF EXPERIENCE 


As man advanced in intellectual power, and was enabled to trace the more remote 
consequences of his actions, as he acquired sufficient knowledge to reject baneful cus- 
toms and superstitions ; as he regarded more and more, not only the welfare, but the 
happiness of his fellowmen ; as from habit, following beneficial experience, his syrapa- 
thies become more tender and widely diffused, extending to men of all races, and finally 
to the lower animals, so would the standard of his morality rise higher and higher. 

Looking to future generations, there is no cause to fear that the social instincts will 
grow weaker, and we may expect that virtuous habits will grow stronger. The struggle 
between our higher and lower impulses will be less severe, and virtue will be triumphant. 


—CHARLES DARWIN 
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CORRESPONDENCE 


Editor, THe AMERICAN JOURNAL OF PsyCuI- 
ATRY : 

Sim : All of us who are members and fel- 
lows of the American Psychiatric Associa- 
tion are properly concerned with the Scien- 
tific quality of the American Journal of 
Psychiatry. Accordingly, I thought it might 
be of value to call your attention to an un- 
fortunate implication of the comment by 
Dr. Werner Tuteur in the September, 1959, 
issue, entitled “Statistics and Statisticians : 
A Timely Warning.” Dr. Tuteur makes a 
point that undue inferences should not be 
drawn from statistical data. One might 
think of stronger illustrations than the three 
he uses to make this point, but I’m sure 
he would find agreement with his main 
thesis on the part of both statisticians and 
non-statisticians. 

It seems to me that it is at this latter 
point mainly, that statisticians would agree 
with him, that Dr. Tuteur makes his most 
unfortunate inference. It is one thing to 
make a point that statistics may be misused, 
but another to attribute these, for the most 
part, to statisticians. (For example, Dr. Tu- 
teur says that it is well to remember “some 
examples of basic fallacies inherent in sta- 
tistics and statisticians.” (Nothing which 
he says further in his article indicates that 
the misuse of statistics was done by statis- 
ticians. ) 

It has been my experience that Dr. 
Tuteur errs in two respects. First of all, I 


have found statisticians to be among the 
most cautious people in the interpretation 
of statistical inferences. I am sure they also 
draw some unwarranted inferences, but 
they are less apt to do this than the person 
who is not a statistician. 

Secondly, I believe that Dr. Tuteur is too 
narrow in his approach to what comprises 
the field of the statistician. He writes as if 
the statistician were one who dealt merely 
with the manipulation of figures, and then 
principally in ex-post facto approach. 
Actually, the statistician is very much con- 
cerned with research, design, problems of 
sampling, uncontrolled variables, accuracy 
of the data corrected, etc. We physicians 
often make a considerable error in not con- 
sulting a statistician until the experiment 
has been concluded. This overlooks the 
value, and sometimes the main value, of the 
statistician in setting up research design. 

For these reasons, I think it is important 
to call your attention to the fact that in im- 
plicating the unwarranted conclusions 
which may be drawn from a misuse of 
statistics, Dr. Tuteur has unfortunately, 
and inaccurately, “warned” us about statis- 
ticians, as well. 


Myron G. Sandifer, Jr., M.D., 
Director of Research, 
North Carolina Hospitals Board 
of Control, 
Raleigh, N. C. 


REPLY TO THE FOREGOING 


Editor, THz AMERICAN JOURNAL OF PsycHt- 
ATRY : 

Sir: In choosing the title “Statistics and 
Statisticians,” I was merely guided by the 
linguistic concept that the two words rep- 
resent two halves of a unit similar to “Alco- 
hol and Alcoholics,” or “Farms and Farm- 
ers,” etc. The alliterative effect of the two 
words also played a part. At no time did I 
intend to write a polemic treatise against 
the profession of statisticians. The over-all 
motivation for writing the paper was its 
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closing quotation, which says that “it is 
doubt that gets you an education.” A better 
title might have been : “Some Pitfalls and 
Fallacies inherent in Statistics.” As Dr. San- 
ifer points out, apart from the unfortunate 
phrase “inherent in statistics and statisti- 
cians,” nothing I have said indicates the 
misuse of statistics by ( professional ) statis- 
ticians. My concept was that a person using 
statistics, linguistically, is a statistician. 
Werner Tuteur, M.D., 
Elgin, Ill. 
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NEWS AND NOTES 


Funps For ResEARCH IN PSYCHIATRY 
AVAILABLE.—Tihe Foundations’ Fund for 
Research in Psychiatry announces the 
availability of funds for the establishment 
of 4 or 5 permanent, full-time research 
positions (associate or full professor level ) 
for research psychiatrists in departments of 
psychiatry in medical schools. The closing 
date for applications is July 1, 1960. For 
further information, write to the Founda- 
tions’ Fund for Research in Psychiatry, 251 
Edwards St., New Haven 11, Conn. 


MentaL Researcu Instirute, 
University or Micuican.—The dedication 
ceremonies of the Mental Health Research 
Institute Building of the University of 
Michigan, Ann Arbor, were held on Janu- 
ary 29, 1960. 

The all-day program included an open 
house in the new building, luncheon ad- 
dresses by Dr. William N. Hubbard, Jr., 
Dean of the Medical School and Dr. Ralph 
W. Gerard, Director of Laboratories, Men- 
tal Health Research Institute. At the after- 
noon session of scientific papers, Dr. Jacob 
Marschak, Yale University, Dr. Anatol 
Rapoport and Dr. James G. Miller of the 
University of Michigan spoke. 


Lyncusurc (Va.) SCHOOL AND 
Hosprrat, Lecture Serms.—Between Feb- 
ruary and October 1960 a series of lectures, 
demonstrations, conferences in the fields of 
psychiatry, neurology, mental deficiency, 
nursing, psychology and social work will 
be held at the Lynchburg institution, in 
which eminent speakers from various cen- 
ters will participate. 

Dates of the meetings and other par- 
ticulars may be obtained from Mrs. Con- 
stance P. Rudd, Director Public Relations, 
Lynchburg Training School and Hospital, 
Colony, Va. 

Tue Worip Mepicar Association 
GeNERAL AssEMBLY.—The German Medical 
Association, host of the 14th Genera] As- 
sembly of The W. M. A., scheduled to con- 


vene in West Berlin, September 15-22, 1960, 
extends a cordial invitation to all the doc- 
tors of the world to attend this outstanding 
meeting. 

The Bundesérztekammer (German Medi- 
cal Association) will convene its 1960 an- 
nual meeting concurrently with the con- 
vening of the General Assembly. The two 
associations will meet jointly in their open- 
ing and closing plenary sessions. 

Additional information including pro- 
grams and schedules will be available on 
or about March 1 at The World Medical 
Association, 10 Columbus Circle, New York 
19, N. Y. 


INTERNATIONAL UNION OF FAMILY OrnGAN- 
IZATIONS.—The Union will hold an interna- 
tional conference on the family in conjunc- 
tion with the annual meeting of the Nation- 
al Council on Family Relations at Teachers 
College, Columbia University, New York 
City, August 23-26, 1960. Eleven member 
organizations of the IUFO in the United 
States will sponsor the conference. The 
theme will be Personal Maturity and Family 
Security. There will be plenary sessions and 
section meetings, including speakers from 
various parts of the world, and involving 
translations into the major languages. The 
sectional meetings, followed by discussion 
groups, will be on Early Child Develop- 
ment; Family Life Education in the 
Schools, in the Colleges, in the Community ; 
Parent Education ; Religion ; Counseling ; 
Research ; and Economic Aspects of Family 
Security. 

For information concerning registration, 
write : Mrs. V. W. Jewson, 1219 University 
Ave., S. E., Minneapolis 14, Minn. 


Druc ExcHANGE ANNUAL 
Dinner Meetinc.—Dr. Robert Felix, direc- 
tor of the National Institute of Mental 
Health and president-elect of the American 
Psychiatric Association, was the principal 
speaker at the annual dinner of the Phila- 
delphia Drug Exchange on January 27. Dr. 
Felix’s topic : “The dynamic role played by 
drugs in combating mental illness.” 
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The dinner was held at the Bellevue 
Stratford Hotel, and honored Francis Boyer, 
board chairman of Smith, Kline & French 
Laboratories. Mr. Boyer received the Ex- 
change’s highest award, the Proctor Medal, 
for his “leadership in the fields of mental 
health, medical education and pharmaceu- 
tical research.” 


Dr. Epwarp Weiss.—The death of Dr. 
Weiss, Professor of Clinical Medicine in 
Temple University Medical School, Phila- 
delphia occurred January 13, 1960. He had 
suffered a heart attack. His age was 64. 

Dr. Weiss had long specialized in psycho- 
somatic medicine and had been president of 
the American Psychosomatic Society of 
which he was one of the founders. His book 
Psychomatic Medicine, co-authored with 
O. Spurgeon English, also of Temple Uni- 
versity, is widely known. It has gone 
through several editions and been trans- 
lated in other languages. 

Dr. Weiss, a native of Philadelphia, grad- 
uated from the University of Pennsylvania 
and Jefferson Medical College. He had 
served on the staffs of both the Philadelphia 
General Hospital and Jefferson Hospital, 
and came to Temple University as clinical 
professor in 1932. He was also director of 
psychosomatic research in the National As- 
sociation for Mental Health. 


Menta Heartu Year.—Lewis B. 
Cullman, National Chairman of the World 


Federation for Mental Health, United States 
Committee, Inc., reports that Dr. Frank 
Fremont-Smith, Co-chairman for the In- 
ternational Committee of World Mental 
Health Year left for Moscow January 26 at 
the invitation of Professor P. K. Anokhin, 
Director of the Institute of Physiology in 
Moscow, and will endeavor to further the 
participation of the U.S.S.R. in World Men- 
tal Health Year by becoming a member in 
this world effort for better mental health 
and human relations. 

From Moscow, Dr. Fremont-Smith will 
go to London for the meeting of the Execu- 
tive Board of the World Federation for 
Mental Health of which he is past presi- 
dent. 


Nortu Paciric Socrery or NeuroLocy 
AND Psycu1atry.—Dr. Thomas H. Holmes, 
Secretary-Treasurer, announces that the 
North Pacific Society in conjunction with 
the Northwest District Branch of the Amer- 
ican Psychiatric Association will hold its 
annual scientific meeting at the Benjamin 
Franklin Hotel, in Seattle, Wash., on April 
8 and 9, 1960. 

Guest speakers will be Dr. Douglas D. 
Bond, Professor and Chairman of the De- 
partment of Psychiatry at Western Reserve 
School of Medicine, Cleveland, Ohio, and 
Dr. Horace McGoon, Professor and Head 
of the Department of Anatomy at the Uni- 
versity of California, Los Angeles. 


SCIENTIFIC OBSERVATION 


Put off your imagination as you take off your overcoat when you enter the laboratory ; 
but put it on again, as you do the overcoat, when you leave the laboratory. Before the 
experiment and between whiles let your imagination wrap you around ; put it right away 
from yourself during the experiment itself, lest it hinder your observing power. 


—CLAUDE BERNARD 
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EXPLANATORY NOTE 


WALTER H. OBENAUF, M.D. 


Comments have reached me to the effect 
that the article, “The District Branch of the 
APA : Its Origin, Present Status, and Future 
Development,” published in the November, 
1959, Journal, was incomplete, with respect 
to certain historical aspects, and subject to 
misinterpretation concerning my beliefs 
about the future relationship between the 
Assembly and the Council. 

As pointed out in the article, it was the 
explosive increase of the membership which 
was (and continues to be) the moving force 
which led to the establishment of the As- 
sembly of District Branches, and to the 
growth of the District Branches. The work 
of the Reorganization Committee, although 
its proposals were not adopted by the mem- 
bership, was nevertheless one of the stimuli 
(in my judgment), from which our Assem- 
bly has developed. As the Assembly gains 
experience and status, I believe that it will 
become even more important in the de- 
velopment of policy for the Association. 
Through the District Branch, each and 
every Association member may participate 
in the business of the Association. Thus the 
Assembly, as more and more members be- 
come involved in District Branch affairs, 
will come more and more to reflect the 
wishes and opinions of the membership at 
large. This, I had been led to believe, was 
the intent of the plan offered by the Re- 
organization Committee, and that is what 
I had in mind when I wrote : “there seems 
to be no doubt that in time the original 
plan of the Reorganization Committee 
headed by Dr. Karl Menninger will, to all 
intents and purposes, be fulfilled.” 

Every organization requires an executive 
body, and I can see no advantage in, or 
likelihood of, the surrender of this function 
by our Council as now constituted. The 
relationship between the Assembly and its 
officers and the members of Council has 
been most cordial to date, and there is 
every reason to believe that this relation- 


ship will continue. As a matter of fact, the 
District Branches, through the Assembly, 
have, in the recent past, provided valuable 
experience for some members of Council 
and officers of the Association. The impor- 
tance of this function cannot, in my judg- 
ment, be overemphasized, and I believe 
that it is likely to continue and to increase 
—to the great advantage of the Association. 
Thus, relationships between the Assembly 
and the Council should tend to cement ever 
more firmly as time goes on. 

Credit for the historical development of 
the Assembly belongs to many, but one or 
two individuals deserve special mention. 
Past President D. Ewen Cameron, was one 
whose vision and parliamentary skill re- 
sulted in the adoption of the amendment to 
the By-Laws, which established the Assem- 
bly in 1952, and it was during his Presiden- 
cy that the first Assembly was convened at 
Los Angeles in 1953. Indeed, when the 
deliberations of the first day of that year 
resulted only in the election of the first 
officers, and little other meaningful action 
(because of doubts concerning authority), 
it was his urging that caused the Assembly 
to meet again on the second day and take a 
definite stand on important current issues. 
Another officer who deserves special men- 
tion is Mr. Austin Davies, who, in his role 
as Business Executive for the Association 
for the past 28 years, has worked with the 
many Association officers and _ others 
through all that time in the development of 
our organizational structure. He has be- 
lieved in, and, along with others, actively 
promoted the idea of the District Branch. 
However, as he himself states, there was 
little response to such efforts until Doctor 
Cameron fathered the amendment to the 
By-Laws that led to the creation of the 
Assembly. 

As I stated in the original article, it has 
been my hope that it might act to stimulate 
thought and discussion concerning the 
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future course of our Association. Even than because of the substance of the article, 
though evidence to date suggests that this I continue to hope that my efforts may not 
occurs largely because of omissions, rather have been entirely in vain. 


FREEDOM 


Liberty lies in the hearts of men and women ; when it dies there, no constitution, no 
law, no court can save it ; no constitution, no law, no court can even do much to help 
it. While it lies there it needs no constitution, no law, no court to save it. And what is 
this liberty which must lie in the hearts of men and women? It is not the ruthless, the 
unbridled will ; it is not freedom to do as one likes. That is the denial of liberty, and 
leads straight to its overthrow. A society in which men recognize no check upon their 
freedom soon becomes a society where freedom is the possession of only a savage few ; 
as we have learned to our sorrow. 

—LEARNED HanpD 
(“The Spirit of Liberty” address in 
“I am an American Day” ceremony in 
Central Park, New York City, May 21, 
1944). 
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ScuizopHrentA: A Review OF THE Syn- 
prome. Edited by Leopold Bellak, M.D., 
and Paul K. Benedict, M.D. (New York : 
Logos Press, 1958. $14.75.) 


This book reviews the literature on schizo- 
phrenia—approximately 4,000 references—of 
the period 1946-1956 and is intended as a 
companion piece to Bellak’s Dementia Praecox 
which covered the years 1936-1946. The 
editors were assisted in this enormous task by 
a group of distinguished colleagues contri- 
buting chapters in the areas of their special 
interest and competence, and the principal 
editor himself contributed 3 chapters. He states 
in his foreword that the book is not intended 
to be particularly critical but rather to place 
the available data before the reader leaving 
selective judgement to the latter. 

The book has many merits. First, it should 
be of great value as a type of index and source 
of individual references. The coverage in most 
areas is very comprehensive. A further value 
is the provision of perspective in breadth and 
through time of the myriad as of cause, 
manifestations and treatment of schizophrenia 
which have been observed and reported upon 
by thousands of investigators. Such a per- 
spective, besides bringing a welcome measure 
of order and coherency to a field of scientific 
literature which sometimes verges on the 
chaotic, also should be a useful antidote to 
the all-too-frequent dramatic claims of dis- 
covery of single causes and cures of schizo- 
phrenia. 

The overview obtained from reading this 
survey is in some ways disheartening. Re- 
peatedly one gains the impression of in- 
vestigators seemingly working in relative 
isolation, with little true communication with 
each other or building upon and integrating 
with the work of others. This is not just be- 
tween the somatic and the nage om camps 
but also within each of these and other groups. 
In short, the picture is of an extremely dis- 
articulated scientific community. Several of 
the authors comment upon the impossibility of 
comparing reports from investigators who 
operate in different conceptual frames of 
reference and with a nosology which permits 
an obfuscating heterogeneity of patients diag- 
nosed as schizophrenic. It appears that schizo- 
phrenia as a concept suffers from — features 
of schizophrenic thought disorder such as over- 
inclusion, overconcreteness, faulty abstraction, 


BOOK REVIEWS 


and interpenetration. The lack of clarity in 
our conceptual framework and nosology, as 
well as absence of uniform and reliable tools 
for measurement of degrees of illness and im- 
provement, appear as major stumbling blocks 
in the path of serious scientific investigation. 

This leads to my major criticism of the 
book, namely the setting of a goal of a non- 
critical review. Although it would have added 
to the immensity of their task, by essaying a 
thoroughly critical work the authors also could 
have added greatly to the already considerable 
value of their book. In fact, the chapters in 
which the authors permit themselves critical 
comparisons and efforts to focus and synthesize 
are among the best. These include the chapters 
by Bellak and Blaustein, Psychoanalytic As- 
pects of Schizophrenia; Freeman, Physio- 
logical Studies; Benedict, Socio-Cultural 
Factors, and portions of the chapter by Ekstein 
and collaborators on childhood schizophrenia. 
I believe that most readers would have wel- 
comed further such assistance in winnowing 
the wheat from the chaff of this enormously 
bulky literature. 

For the most part, the book is well organized. 
There are a few areas of repetition and over- 
lap which might have been eliminated, For 
example, the chapters on Vital Statistics and 
Socio-Cultural Factors overlap in their dis- 
cussions of incidence rates. Sections of 4 other 
separate chapters—Etiology, Pathogenesis and 
Pathology ; Diagnosis and Symptomatology ; 
Complications and Sequelae ; and Prognosis, 
also overlap and might usefully have been 
combined in part of whole. 

One area which seemed slightly neglected 
and possibly deserving of a separate chapter 
was that of personal relationships, social inter- 
action patterns and problems such as with- 
drawal and desocialization in schizophrenia. 
These received only brief mention in the 
chapter on psychological studies and a section 
on milieu therapy in the general psychotherapy 
and allied methods chapter. 

The virtues of this book as a good reference 
source, in providing a useful overview of the 
tangled complexities of the subject, and in 
illuminating specific handicaps and weaknesses 
in our over-all investigatory effort make it a 
valuable work indeed. 

Donavp A. BurnuaM, M.D., 
Chestnut Lodge Research Inst., 
Rockville, Md. 
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Haverocx Artist or Lire. By John 
Stewart Collis. (New York : William Sloane 
Associates, 1959, pp. 221. $4.00.) 


The author of this book was a personal 
friend of Havelock Ellis. At the latter’s request 
he had written the Introduction to his Selected 
Essays for the Everyman Library. It is well 
therefore that he has here set down his own 
impressions of one of the world’s great thinkers 
and men of letters. His book is not a biography 
in the ordinary sense ; he is content to have 
“brought out what is relevant and significant 
during the most creative years” of the life of 
Havelock Ellis. For continuity of the life 
story he depends heavily upon Ellis’ autobi- 
ography, My Life, from which he freely quotes. 
But the interest is less in the outward events 
and more in the natural history of a mind. 

Mr. Collis’ book appropriately commemo- 
rates the centenary of H. E.’s birth in 1859. 

The author has a good deal to say about 
My Life. He does not consider it a work of 
art or find all parts equally inspired. But 
“after page 30 I do not feel like skipping a 
word for some 200 pages.” Later, “To a cer- 
tain extent only, the work becomes bogged 
down by his wife.” H. E. wanted to paint “a 
full portrait of himself and her, letters and 
all . . . to fully portray two human beings 
coming together, and to show how all. . . are 
much the same in essentials when facing death 
or danger or other levellers.” My Life is 
probably as factual and uninhibited a record 
as it is possible for a scientist who sets out to 
tell the truth, the whole truth, and nothing 
but the truth, to compose. By mutual agree- 
ment H. E. and his wife lived apart much of 
the time, keeping two establishments. H. E. 
condoned his wife’s passion for other women, 
and later in reminiscence would refer to “her 
dear friend of this period.” By his tolerance 
he retained his wife’s loyalty and affection and 
did not cease to return these sentiments. 

The wide range of Havelock Ellis’ studies 
is shown in the list of his works published be- 
tween 1890 and 1951. Some titles: The Crimi- 
nal, The Nationalization of Health, A Study 
of British Genius, The Soul of Spain, The 
World of Dreams, The Problem of Race De- 
generation, The Dance of Life, From Rous- 
seau to Proust, The Genius of Europe, From 
Marlowe to Shaw, Sex and Marriage. 

He is of course best known by the seven 
volumes : Studies in the Psychology of Sex. 
Mr. Collis gives short summaries of the con- 
tents of these volumes. 

Unfortunately the first of this series ready 
for publication was the volume Sexual Inver- 


sion, which was printed in England. A dealer 
was sued for selling “a certain lewd wicked 
bawdy scandalous and obscene libel.” The 
book was not defended and the case was lost. 
The judge added his testimony. He addressed 
the book seller : “You might . . . perhaps have 
been gulled into the belief that some one 
might say that this is a scientific book. But 
it is impossible for anyone with a head on his 
shoulders to open the book without seeing 
that it is a pretence and a sham. . . this filthy 
publication.” Thus spake the Law—which 
seems to justify the opinion of Mr. Bumble 
as recorded by Mr. Dickens. But Havelock 
Ellis could later comment : “My ‘filthy’ and 
‘worthless’ and ‘morbid’ book has been trans- 
lated into all the great living languages.” 

The other volumes in this series were pub- 
lished outside of England. The story of the 
lives of Havelock and Edith Ellis indicates 
some of the measures by which the marriage 
of two quite incompatible personalities can 
be made tolerable for a considerable period, 
although at the wife’s instance they were 
ultimately legally separated. 

H. E. had 23 years more of life—his hap- 
piest years Mr. Collis thinks, through asso- 
ciation with the excellent Frangoise Delisle 
who cooperated with the author in the prepa- 
ration of his book. 

C.B.F. 


AnD Cuture. Edited by Raymond Firth. 
(New York : Humanities Press, Inc., 1957, 
pp. 292. $5.00.) 


Bronislaw Malinowski (1884-1942) made 
such fundamental contributions to anthropo- 
logical theory that they will go on stimulating 
students for generations to come. His works 
are among the most readable in a field that is 
characterized by brilliant writers, so that they 
will always remain a delight to read and a rich 
source of ideas to develop. The present volume 
is subtitled “An Evaluation of the Work of 
Bronislaw Malinowski,” and it is the joint 
product of 12 of Malinowski’s former students, 
each of whom has attained distinction in his 
own field of anthropology, and in one case in 
sociology. It may at once be said that this is 
by far the best volume that has thus far ap- 
peared on Malinowski, or is likely to appear, 
and it is highly recommended to all readers. 
The contributors and contributions are as fol- 
lows: Raymond Firth: “Malinowski as Sci- 
entist and as Man” ; Audrey I. Richards, “The 
Concept of Culture in Malinowski’s Work” ; 
Ralph Piddington, “Malinowski’s Theory of 
Needs” ; Talcott Parsons, “Malinowski and the 
Theory of Social Systems”; Phyllis Kaberry, 
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“Malinowski's Contribution to Field-Work 
Methods and the Writing of Ethnography” ; 
J. R. Firth, “Ethnographic Analysis and Lan- 
guage with Reference to Malinowski’s Views” ; 
E. R. Leach, “The Epistemological Background 
to Malinowski’s Empiricism”; I. Schapera, 
“Malinowski's Theories of Law”; Meyer 
Fortes, “Malinowski and the Study of Kin- 
ship”; S. F. Nadel, “Malinowski on Magic 
and Religion”; Raymond Firth, “The Place 
of Malinowski in the History of Economic 
Anthropology” ; Lucy Mair, “Malinowski and 
the Study of Social Change” ; H. Ian Hogbin, 
“Anthropology as Public Service and Mali- 
nowski’s Contribution to It.” There is a com- 
plete bibliography of Malinowski’s writings, a 
bibliography of works about Malinowski and 
his writings, and other works cited in the text. 
The profits from this volume will appropriately 
go to the support of an annual lectureship in 
memory of Malinowski, which is administered 
by Professor Raymond Firth at the London 
School of Economics where Malinowski taught 
from 1913 to 1941. 
AsHLEY Montacu, Pu.D., 
Princeton, N. J. 


Younc Man Lutuer: A Stupy Psycuo- 


ANALYSIS AND History. By Erik H. Erikson. 
(New York : W. W. Norton & Co. $4.50.) 


At first blush analytical studies of the dead 
may not seem quite “cricket.” The deceased— 
whether Moses, or Luther, or King Oedipus 
himself are in a difficult position to defend 
themselves. However, as long as there has 
been literary criticism, there has been analysis 
of a sort. The addition of modern clinical tools 
should merely add scope and incisiveness to 
an important area in the study of man. 

Dr. Erik H. Erikson is the eminent psycho- 
analyst and F eudian scholar who gave the 
Yale Centennial address on Freud. It is the 
author’s contention that both Luther and 
Freud had many similar problems: the same 
intellectual loneliness, the same breakthrough 
from neuroticism to creativity, the same cen- 
tral problem of a father complex. “The Luder 
(Luther) family . . . offered an extreme degree 
of moralistic paternalism and a minimum de- 
gree of that compensatory free-for-all of small 
and highly satisfying delinquencies which 
farmyard, street, or park can provide for lucky 
children . . . an ideal breeding ground for the 
most pervasive form of the Oedipus Complex 
. ..” Since this book is a psychoanalytic study, 
other aspects of Luther are touched upon. Thus 
we have Luther with a highly probably primal 
scene, Luther with the familiar syndrome of 


suspiciousness, obsessive scrupulosity, moral 
sadism and a preoccupation with dirt and dirty 
thoughts (Luther's father was a coal miner). 
Furthermore we are presented w:th Luther 
the manic-depressive who in his later years 
had profound bouts of depression. However, 
the outstanding symptom is an ever increasing 
rebelliousness—first against his father, then 
against the Church. The author makes the 
sage observation that Lutheranism became a 
man’s religion ; “wherever Luther's influence 
was felt, the Mother of God was dethroned.” 

The author of this book is a saltation man, 
a sudden emergence man. The words “life 
crisis” or “second birth” are frequently found 
and refer to a more or less sudden reorganiza- 
tion of the personality under stress. This is in 
contrast to the older, static concept of per- 
sonality as a depository of earlier selves. As 
the author puts it, “Man is not organized like 
an archeological mound, in layers.” 

Probably most of the criticism of this book 
will come from the historians most of whom 
will reject his Great Man theory of history. 
For there are two schools of thought ; Carlisle’s 
Great Hero theory according to which history 
is viewed as a series of shadows cast by 
Great Men, and the sociological school wherein 
the great man functions something like a per- 
cussion cap touching off social forces which 
have long been gathering tension. The author 
obviously belongs to the discredited Great Man 
school, “ . . . the young monk (Luther) inter- 
ests me particularly as a young man in the 
process of becoming a great one,” p. 36. There 
are many other instances. Critics have asserted 
that the Roman Catholic Church is the “spook 
of the Roman Empire” preserving its language, 
its dress, and something of its military organiza- 
tion. According to this theory the present 
Pontiff would be in a continuous line from 
Caesar Augustus. Most historians would re- 
gard Luther as the detonating device which 
set off explosive forces long gathering, rending 
Europe asunder with a Protestant north and a 
Catholic south, the cleavage lines for some odd 
reason following closely the boundaries of 
the ancient Empire. 

Early psychoanalysis has been accused of 
“explaining away” the various types of religious 
experience as regressive phenomena. Dr. Erik- 
son’s approach is more sophisticated and brings 
in existential concepts. With Kierkegaard, he 
emphasizes the pitfalls of existence, especially 
as a venture in human freedom. He speaks of 
metaphysical anxiety, of “ego chills.” Analo- 
gous to a sound barrier, the young theologian 
is portrayed as advancing by a series of 


E 
| 
> 
4 
; 
& 
i 


862 


BOOK REVIEWS 


March 


breakthroughs to new levels of existence. At 
the same time this work is liberally sprinkled 
with fascinating glimpses of Luther ; Luther 
the theologian, the man of courage, the peasant 
firmly rooted in the soil. 

The author has a thoughtful, learned and 
seminal mind and the reader will soon discover 
that this book is packed with much thought 
provoking and novel speculation. 

Hiram K. Jounson, M.D., 
Orangeburg, N.Y. 


Srutrertinc—A Symposium. Edited by Jon 
Eisenson. (New York: Harper & Bros., 
pp. 402. $6.00.) 


Only too often one still hears in the medical 
profession that stuttered speech is but the 
symptom of an underlying neurosis and that 
removal of the neurosis will somehow auto- 
matically remove the speech difficulty, This 
somewhat naive notion has unquestionably 
been to the detriment of the advancement of 
both theory and practice with regard to this 
complex syndrome called stuttering. To the 
psychiatrist who is seriously interested in this 

roblem area and wishes to broaden his out- 
ook from that of the orthodox psychoanalytic 
view, this volume is highly recommended. 

The introduction by Wendell Johnson carries 
a message in itself making a “semantogenic” 
approach to the problem. Johnson says “the 
reader may venture into the pages ahead with 
an assurance of finding, in varying proportions, 
both stimulation and contentment.” This is 
certainly true. There are 6 contributors who 
each present a somewhat different facet of the 
problem, but by no means mutually exclusive 
points of view. Indeed what Sheehan, one of 
the contributors says, is applicable to almost 
the whole volume; “A blend of several 
approaches—of psychoanalytic and learning 
theories with modern personality theories.” 

Glauber’s contribution presents little that is 
not orthodox, with much psychoanalytic theory 
and little in the way of conclusion. With this 
exception, however, the remaining contributors 
agree, to a large extent, if not in theory then 
certainly in practice. In a truncated review it 
would be difficult to spell out each contributor's 


point of view. The volume presents very well 
an attempt at integration and provides the 
clinician with many practical suggestions for 


attacking the problem realistically. Bloodstein, 
Sheehan and Eisenson all present systematic 
theories and practical therapeutic procedures 
with a consistent rationale. Indeed it is inter- 
esting to note that, although we may differ 
somewhat in theory of etiology, we differ but 
little in clinical practice. West's refreshing, if 
not sobering, contribution “An Agnostic Specu- 
lates about Stuttering” is provocative in putting 
forward his “ictocongenital” hypothesis. Most 
experienced clinicians have had reason to 
speculate about the possibility of the con- 
vulsive nature of the disturbance in at least 
some types of stutterers. Van Riper’s section 
“Experiments in Stuttering Therapy” is in 
rather vivid contrast to the other perhaps 
more “dignified” sections. Van Riper is having 
fun but this should not detract the reader 
from much valuable data that is contained 
in this section. It is material straight from the 
clinic files giving an account of experimental 
therapeutic procedures over a period of 10 
years. It rings true. It portrays the man as well 
as the therapy, and is a lesson in clinical 
flexibility and objectivity. 

Altogether the publication is a most worthy 
one and is certainly to be recommended to 
psychiatric practitioners. Nearly every section 
contains a comprehensive bibliography and it 
is encouraging to note, in these days when so 
many volumes are appearing under editorship, 
that a share of the royalties from the sale of 
this book has been assigned to an organisational 
cause. 

E. Douc.ass, 
University of Toronto. 


Reports, Votume 3, Group For THE Ap- 
VANCEMENT OF PsycuiaTry. (New York : 
Publications Office, 104 E 25th Street, 
1959, pp. 618. $8.00.) 


This volume contains 12 reports published 
from June, 1956 to May, 1959 and including 
discussions of the psychopath in mental health, 
mental health education, susceptibility to force- 
ful indoctrination, methods of forceful indoc- 
trination, epileptics at work, school desegrega- 
tion, diagnosis in child psychiatry, leisure-time 
activities, group teaching for medical students, 
religion and psychiatry, adaptation to new 
situations, controls in psychiatric research. 

A.G. 
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IN MEMORIAM 


ALBERT WARREN STEARNS 
1885-1959 


Dr. Stearns, son of George Edwin and 
Helen Maria (Proctor) Stearns, was born 
in Billerica, Mass. on January 26, 1885. He 
attended Tufts College and graduated from 
Tufts Medical School in 1910. He showed 
‘ keen interest in the specialties of medicine 
which needed physicians the most—psy- 
chiatry and neurology. He became one of 
the pioneers, especially in the field of 
psychiatry. His formal training in psychi- 
atry began when he became a resident 
physician at Danvers State Hospital in 1911. 
At the end of the year he resigned to go 
to Boston State Hospital where he worked 
with Dr. Southard until the end of 1913 
when he went into the practice of neurology 
and psychiatry. 

Dr. Stearns’ marriage to Frances Matsell 
Judkins on December 28, 1912 was blessed 
with two sons in the ensuing years. The 
untimely death of one of his sons, Albert 
Warren, Jr., on the threshold of a promising 
career in medicine, brought personal sorrow 
and grief, but not defeat. It heightened his 
understanding and responsiveness to human 
suffering and needs and increased his per- 
sonal application of his potentials to greater 
capacity to alleviate illness and disease. His 
other son, Charles Edward, who is married 
and has four children, is the dean of 
Tufts College of Liberal Arts. 

Dr. Stearns was consultant to U. S. 
Naval Hospital, Chelsea, Mass. from 1923 
to 1929. He became professor of psychiatry 
and the dean of Tufts College Medical 
School from 1927 to 1945. During the years 
1929 to 1933 he was the Commissioner of 
the Department of Correction of Massa- 
chusetts. He was associate commissioner of 
the Department of Mental Diseases of 
Massachusetts from 1935 to 1938. Dr. 
Stearns was chief of neurology service at 
the Boston Dispensary from 1921 to 1945. 
In 1943 Dr. Stearns was honored by Tufts 
College with an honorary degree of Doctor 
of Science. In 1945 he became professor of 


sociology and remained as the chairman of 
this department until 1955. 

Dr. Stearns served in the Medical Corps 
of the U. S. Navy in both World Wars. In 
the first one he served as a first lieutenant 
from 1917 to 1919. In the second war he 
served as a captain. 

Dr. Stearns was a member and officer of 
many local, state and national medical and 
psychiatric organizations. He was a Life 
Fellow of the American Psychiatric Asso- 
ciation, and member of A.M.A. In 1931 
he was president of Boston Psychiatric 
Society. In 1934 he was president of Boston 
Society of Psychiatry and Neurology. From 
1938 to 1940 he was Vice-President of 
Massachusetts Medical Society. He was a 
member of the American Academy of Arts 
and Sciences. 

Dr. Stearns was the author of the book 
Personality of Criminals, published in 1932 
and many other publications, such as Sexual 
Crime; The Life and Crimes of Jesse 
Harding Pomeroy ; Cases of Probable Sui- 
cide in Young Persons; One Thousand 
Unsuccessful Careers (jointly with A. D. 
Ullman ). 

Dr. Southard described Dr. Stearns as 
his cavalry officer who rode ahead and 
flushed out the enemy, described the con- 
figuration of the forces and rode on to the 
next undertaking. 

His professional life was marked by a 
steady progression of successes, honors, 
recognitions in his chosen endeavors. Per- 
haps, none was more treasured than the 
annual dinner given him by his students. 
It has been said : The great use of life is to 
spend it for something that outlasts it— 
through his students his influence will live 
for generations. He called himself an “anti- 
quarian” and evidenced a keen interest in 
the old houses and their early inhabitants 
and in the history and traditions of his 
native New England. 

Dr. Stearns had a great many interests 
and hobbies. As horticulturist, he enjoyed 
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his garden, flowers and shrubs. He talked 
about his apiary and displayed keen knowl- 
edge of various species of birds and wild 
life. His deep interest in his Alma Mater— 
Tufts College and Medical School, was 
foremost. He enjoyed the annual “home 
coming.” One of his latest pictures was 
taken during class reunion with General 
and Mrs. Raymond W. Bliss on the campus 
of his Alma Mater in June 1959. 

He appreciated certain values such as 
punctuality, thoroughness, truth, tolerance, 
attentiveness, decisiveness, discussions and 
freedom of verbal expression, especially by 
himself. He saw and expressed the better 
views on given topics. One exception was 
his minimal interest in the Freudian theory 
of the practice of psychiatry. He felt that 
it was oversold and that some psychiatrists 
with limited experience and training in it 
were practicing it. 

He received many invitations from church 
groups, women’s clubs, civic and profession- 
al organizations to give talks or to discuss 
psychiatric problems. He was called by the 
newspapers, courts, and judges to give an 
opinion on various psychiatric matters. 


These included delinquencies, mental status 
of murderers, changes in psychiatric ther- 
apies and laws, and handling of criminals. 
He was a dynamic and interesting speaker. 

Up to the time of his sudden and un- 
expected demise, Dr. Stearns was an active 
psychiatrist. He was a psychiatric con- 
sultant at the Bridgewater State Hospital 
for the Criminally Insane and at Boston 
State Hospital. He was adept in forensic 
psychiatry and courtroom procedure and a 
familiar figure in many noted cases. He was 
scheduled to testify in court on the day 
of his death, September 24, 1959. The 
“Sage of Billerica” passed on gently, mer- 
cifully and peacefully as he had lived. 

My association with Dr. Stearns con- 
tinued for nearly three decades—initially as 
one of his students. 

His warmth and sincerity endeared him 
to his associates, and his professional know]- 
edge, competence, and wide experience, 
commanded the respect and confidence of 
all who knew him. The passing of Dr. 
Stearns is a great loss to Massachusetts, to 
New England, and to the nation. 

Peter B. Hagopian, M.D. 
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THORAZINE’ 


brand of chlorpromazine 


SPANSULE’ 


brand of sustained release capsules 


one capsule in the morning 
provides daylong 


control of symptoms 


Greater economy in hospital treatment 
programs 


Greater control over office patients 
between interviews _ 

Greater dosage convenience for both - 
hospital personnel and working patients 
Available in 30 mg., 75 mg., 150 mg., 
200 mg. and 300 mg. capsules. 


KUNE& leaders in psychopharmaceutical research 
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for parkinsonism 


brand of biperiden 


PARKINSON’S DISEASE 


postencephalitic — idiopathic — arteriosclerotic 


DRUG-INDUCED EXTRAPYRAMIDAL DISORDERS 


parkinsonism — dyskinesia — akathisia 


MUSCULAR SPASTICITY NOT RELATED TO PARKINSONISM 


ACTION Frequently diminshes akinesia, rigidity, and tremor 
with subsequent improvement in coordinated move- 
ment, gait, and posture. Masklike face disappears. 
Salivation and oily skin are decreased. Oculogyric 
crises are often lessened in intensity and frequency. 


SIDE EFFECTS Minimum (mainly dry mouth or blurred vision). 


DOSAGE Individual adjustment of dosage is necessary in all 
instances. Dose range extends from 2 mg. te 24 mg. 
daily, in divided doses. 


AVAILABLE Supplied as the hydrochloride salt, 2 mg. bisected tab- 
lets, bottles of 100 and 1000. 


Complete information furnished upon request. 


KNOLL PHARMACEUTICAL COMPANY 


(formerly Bilhuber-Knoll Corp.) 
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NEW DEFEAT THE 
MIGRAINE PARADOX 


TRADEMARK 


- relieves headache 
- dispels visual disturbances 
- overcomes nausea and vomiting 


*The paradox of migraine — increased nausea due to ergotamine ad- 
ministration — may now be successfully combated with ‘Migral’. The 
recognized benefits of ergotamine and caffeine in ‘Migral’ are favor- 
ably enhanced by the addition of cyclizine hydrochloride, a specific to 
overcome nausea. 


Dosage: 2 to 3 tablets at first warning of an attack, then 1 or 2 tablets every half 
hour; not more than 6 tablets should be taken for any single attack. 


Supplied: ‘Migral’ tablets, containing ergotamine tartrate 1 mg., ‘Marezine’® brand 
Cyclizine Hydrochloride 25 mg., and caffeine 50 mg. 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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in the disturbed patient... 


UNTROUBLED 
SLEEP 


NOLUDAR induces quiet sleep, even in patients 
with organic psychosis who have severe 
sleep resistance. Nighttime distortions and 
fears usually disappear; pre-sleep disorien- 
tation and agitation are reduced. NOLUDAR 
does not modify the cee of the waking pa- 
tient nor significantly alter the tracings of 
physiologic sleep. Further, NOLUDAR does 
not depress abnormal brain-wave activity. 
To provide sound, restful sleep without sac- 
rificing safety, without prolonging awaken- 
ing time, without altering the natural sleep 
pattern, specify NoLuDAR, the non-barbitu- 
rate hypnotic. 


NOLUDAR 300 


Brand of Methyprylon 300-mg CAPSULES 


NON-BARBITURATE HYPNOTIC 

When a gentler hypnotic effect is desired, 
NOLUDAR 200 (200-mg tablets). For daytime 
sedation, NOLUDAR 50 (50-mg tablets). 


ROCHE LABORATORIES 


A Division of Hoffmann-La Roche Inc. 
Nutley 10, New Jersey 
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Compazine’ brand of prochlorperazine 


can penetrate the mental and physical apathy of senile patients so that 
they become more alert and cooperative. With ‘Compazine’, these patients are usually 
less inclined to incessant complaining. As they begin to socialize and to take an 
interest in their personal appearance and environment, the problems of management 
are greatly eased. 


‘Compazine’ can also resolve the delusions and hallucinations of senile psychotics. 
And because “Compazine’ has little, if any, hypotensive effect, it can be used even 
in those patients who have cardiovascular disorders. 

N.B.: If the senile psychotic is hyperactive, agitated, or belligerent, needing a 
sedative effect, Thorazine® (brand of chlorpromazine) may be preferable. 
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leaders in psychopharmaceutical research KUNE&® 
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Basic aid 


When more than your personal assurance 
is required to relieve the emotional distress Pig 
common to every illness, 

EQUANIL may confidently be prescribed 

to relax mind and muscle. 

EQUANIL is the most widely used ataractic agent; 
its efficacy and extreme safety 

in the control of tension, anxiety and muscle spasm 
are thoroughly documented 
in hundreds of published papers. 
The action of EQUANIL is specific. 
Side-effects are rare. 
Because it is rapidly metabolized, 
| effects are not cumulative. 
Because it does not cloud consciousness, 


your patients remain alert and cooperative. 


Your request will bring you 
a descriptive brochure 
with extensive bibliography. 
Wyeth Laboratories 
Philadelphia 1, Pa. 


A Century of Service 
to Medicine 
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Meprobamate, Wyeth 


..-Yigidity, tremors, and contractures — all 
respond to the long, cumulative action of 
COGENTIN (a bedtime dose often controls 
symptoms for 24 hours'). COGENTIN also 


exerts “a highly selective action against... 
fixed facies, dysphonia, dysphagia, faulty 
posture, muscle cramps, and ‘freezing’ of 
the legs.”? Parkinsonism due to tranquilizer 
therapy “is easily alleviated by COGENTIN,’”* 
even after other drugs fail.‘ 


Dosage: Dosage must be individualized. In arteriosclerotic, 
idiopathic, or postencephalitic parkinsonism, the usual dos- 
age is 1 to 2 mg. daily, with a range of 0.5 to 6 mg. daily. 
In parkinsonism induced by phenothiazines or rauwolfia 
compounds, the recommended dosage is 1 to 4 mg. once or 
twice a day. 

Additional] information on CoGENnTIN is available to physi- 
cians on request. 

Now available: Injection CoGENnTIN, 1 mg. per cc., ampuls 
of 2 cc. Also available: Tablets CocenTIn (quarterscored), 
2 mg., bottles of 100 and 1000. 

References: 1. A.M.A. Council on Drugs: New and Non- 
official Drugs 1959, Philadelphia, J. B. Lippincott Company, 
1959, p. 252. 2. Doshay, L. J.: J.A.M.A. 162:1081, 19656. 
8. Ayd, F. J.: Clin. Med. 6:887, 1959. 4. May, R. H.: Am. 2. 
Psychiat. 116:360, 1959. 

COGENTIN is a trademark of Merck & Cc., Inc. 


MERCK SHARP & DOHME 
Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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removes the bars between patient and psychiatrist 


Tri lafom help: avoid apathy of sedation 


perphenazine 


controls tension while maintaining a clear sensorium 
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Tri lafon helps the psychotic 


perphenazine 


function more effectively—shortens hospitalization’ 


Responsive psychotic patients on TRILAFON exhibit “...dramatic gaining of insight and 
appropriate judgement...clarity of thought and a clear understanding....”* 

Available as Tablets, Injection, Liquid Concentrate. Consult Schering literature for indications, dosage and 
administration, precautions and contraindications. 


References: (1) Ayd, F.J., Jr.: New England J. Med. 26/:172, 1959. (2) Morgan, D. R., and van Leent, J. PB: M. J. Australia 45:696, 1958. 
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NEW AND EXCLUSIVE 


FOR SUSTAINED 
TRANQUILIZATION 


MILTOWN’ (meprobamate) now available 


in 400 mg. continuous release capsules as 


Meprospan-400 


JUST ONE CAPSULE 
LASTS ALL DAY 


HIGHER POTENCY 
FOR GREATER CONVENIENCE 


e relieves both mental and muscular tension 
without causing depression 


e does not impair mental efficiency, motor 
control, or normal behavior 


Usual dosage: One capsule at breakfast, 
one capsule with evening meal 


Available: Meprospan-400, each blue capsule contains 
400 mg. Miltown (meprobamate) 


Meprospan-200, each yellow capsule contains 
200 mg. Miltown (meprobamate) 


Both potencies in botties of 30. 


WALLACE LABORATORIES , New Brunswick, N. J. 
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‘ faster therapeutic response with 
> REITER MODEL SOS 


| the one instrument combining 
the strongest convulsive currents with 
powerful yet gentle sedative currents 


e exceptionally fast clinical therapeutic response 


e most efficient convulsive currents result in minimal 
side effects—apnea, thrust, confusion and treat- 
ment-generated anxiety are negligible 


e patients are quickly clear and bright following 
treatment 


e difficult cases have responded to SedAc deep sleep 
therapy—powerful, deep, effective yet safe treat- 
ments are easily applied 


e SedAc current establishes better transference — 
patients become communicative 


e anxious aversion to EST minimized by gentle 
SedAc current 


e one-knob, with safety lock, controls convulsive and 
sedative currents 


e clinical studies have evaluated a new measurement 
procedure to determine areas of cerebral damage 
and the degree of malfunction 


Model SOS contains the Reiter unidirectional currents and three SedAc 
ranges as part of the single selector control. Other models available are: 
1. Model S containing only the unidirectional currents; 2. SedAc (attach- 
ment) to be used with Model S; 3. SedAc (self-powered) an independent 
instrument. 

Only Reiter, the original unidirectional current electrostimulators, are 
authentically backed by extensive clinical experience with over 200 references 
in literature and text-books. 


Literature and bibliography on request. 


REUBEN REITER, Se.D. 


64 WEST 48th STREET, NEW YORK 36, N.Y. 
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THREE NEW BOOKS FOR PSYCHIATRISTS 


DREAMS AND PERSONALITY DYNAMICS edited by Manfred F. DeMartino, Board of 
Cooperative Educational Services, Onondaga County, New York. This unique volume, which repre- 


sents a new milestone in the field of dynamic psychology, encompasses a wide variety of aspects 
of the exciting and immensely important subject of nocturnal dreams. Nineteen well-known in- 
vestigators deal with such topics as the history of dream interpretation and theory, sex differ- 
ences in dream content, nocturnal sex dreams, children’s dreams, typical anxiety dreams, per- 
sonality correlates of dreams, methods of dream analysis, use of hypnosis, dreams and projective 
techniques, ard physiological correlates of dreams. Particularly interesting is the final chapter 
presenting the recent and much publicized ingenious experimental studies (by Dement, 
Kleitman, and Wolpert) which demonstrate conclusively that there is a relationship between 
rapid eye movements during sleep and the presence of dream activity. Pub. Dec. ’59, 396 pp., 


2 


PRACTICAL NEUROLOGICAL DIAGNOSIS: With Special Reference to the Problems of 
Neurosurgery by R. Glen Spurling, University of Louisville School of Medicine, Louisville, Ken- 
tucky. Students of neurology at every level will find here useful, practical information which 
would take hours of library work to uncover. It is one of the very few books in English to bring 


together all the correlated anatomical and physiological data with a comprehensive neurological 
outline. The SEXTH EDITION, completely revised and reset from new type, is essentially the 


same book which brought praise like this: “Here is a splendid volume presenting simple and direct 


methods for comprehensive examination of the nervous system.”—Journal of Nervous and Mental 


Diseases. “The book is of very practical value to the student and practitioner, which is the author’s 
main purpose.”—American Journal of Psychiatry. Pub. Mar. ’60, 304 pp., 70 il., $6.75 
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GENERAL PSYCHOTHERAPY: An Outline and Study Guide by John G. Watkins, V. A. 
Hospital, Portland, Oregon. From the INTRODUCTION by Doctor Lewis R. Wolberg: “ . . . Dr. 
Watkins’ present volume is one of the most significant contributions to appear. With prodigious effort 
and consummate skill he has achieved an almost impossible task, the gathering, classification and 
analysis of the most important writings of our time that relate in any way to psychotherapy.” The 


outline form of presentation renders the book particularly valuable to the professor of psychiatry in 
the preparation of lectures on various theories and techniques. Residents in psychiatry will find it 
invaluable in preparing for board examinations. For the therapist it offers in “nutshell” form the 
basic ideas of different systems of psychotherapy. Pub. Jan. ’60, 286 pp., $9.25 


Send for our new 1960 catalog of over 1100 titles 


CHARLES C THOMAS e PUBLISHER 
301-327 East Lawrence Avenue e SPRINGFIELD e ILLINOIS 
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You Save More than Money 
with U.S. Savings Bonds 


, a can save automatically 
with the Payroll SavingsPlan. 


You now get 334% interest 
at maturity. 


You invest without risk 
under U.S. Government 


guarantee. 


Your money will never be 
lost or destroyed. 


You can get your money, 
with interest, any time you 
want it. 


You can buy Bonds where 
you work or bank. 


And remember, you save 
more than money. 


The U. S. Government does not 
pay for this advertising. The 
Treasury Department thanks The 

Advertising Council and this 
magazine for their patriotic donation. 


You want her to grow up in a peaceful world. 
Bonds are one way to help make sure. 
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on the admissions service 


the rapid antipsychotic effect of 


Stelazine 


brand of trifluoperazine 


is especially valuable 


Because of its rapid antipsychotic effect, ‘Stelazine’ can 
help shorten the hospital stay of new admissions. 


To calm hyperactive patients 


‘Stelazine’ exerts little or no_ sedative effect; rather, 
‘Stelazine’ calms hyperactive patients chiefly because of 
its rapid effect against the psychotic process. Kovitz! 
comments that “One of the striking features of [‘Stelazine’ | 
is its dual capacity... to calm aggressive patients and 
... to stir passive, sluggish patients. .. .” 


To eliminate delusions and hallucinations 

A striking response to ‘Stelazine’ is the rapid reduction or 
elimination of delusions and hallucinations. Feldman? 
writes that ‘Stelazine’ “is a highly potent psychopharma- 
cologic agent, particularly effective for the control of 
delusions and hallucinations.” 


To activate withdrawn patients 


‘Stelazine’ can activate to communicativeness the new 
admission who is withdrawn and mute, so that he is able 
to respond and to cooperate from the start in his treat- 
ment program. 


1. Kovitz, B.: Management of Psychotic Tension Symptoms with Trifluo- 
perazine: A Preliminary Report, in 7 rfluoperazine: Clinical and Pharmacological 
Aspects, Philadelphia, Lea & Febiger, 1958, pp. 144-149, 


2. Feldman, P.E.: An Evaluation of Trifluoperazine in Chronic Schizo- 
phrenia, ibid., pp. 87-97. 


KLINE & 
FRENCH 


leaders in psychopharmaceutical research 
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in observance of the 1960 World Mental Health Year 
The Macmillan Company proudly announces publication of 


culture and mental health 


a world-wide compendium of cross-cultural studies in social psychiatry 


edited by MARVIN K. OPLER, ph.p. 


G. Morris Carstairs The Social Limits of Eccentricity: An English Study 
William Caudill Observations on the Cultural Context of Japanese Psychiatry 
Bingham Dai Obsessive-Compulsive Disorders in Chinese Culture 
George De Vos & Horace Miner... Oasis and Casbah—A Study in Acculturative Stress 
Jacob Fried Acculturation and Mental Health Among Indian Migrants in Peru 
Thomas Gladwin & Seymour B. Sarason... .Culture and Individual Personality Integration on Truk 


A. Irving Hallowell Psychic Stresses and Culture Patterns; and Fear and Anxiety as Cultural 
and Individual Variables in a Primitive Society 


E. Gartly Jaco Mental Health of the Spanish-American in Texas 
Abram Kardiner Explorations in Negro Personality 

Major Patterns of the Mental Hospital—U.S.A. 
Tsung-yi Lin Two Types of Delinquent Youth in Chinese Society 
J. B. Loudon Psychogenic Disorder and Social Conflict among the Zulu 
Margaret Mead Mental Health in World Perspective 
Simon D. Messing Group Therapy and Social Status in the Zar Cult of Ethiopia 
H. B. M. Murphy Culture and Mental Disorder in Singapore 


Marvin K. Opler Dream Analysis in Ute Indian Therapy; and Cultural Differences in 
Mental Disorders: an Italian and Irish Contrast in the Schizophrenias—U.S.A. 


Morris E. Opler Family, Anxiety, and Religion in a Community of North India 


Victor D. Sanua Differences in Personality Adjustment among Different Generations 
of American Jews and Non-Jews 


Melford E. Spiro. ..Cultural Heritage, Personal Tensions, and Mental Illness in a South Sea Culture 


Anthony F. C. Wallace The Institutionalization of Cathartic and Control Strategies 
in Iroquois Religious Psychotherapy 


Eric D. Wittkower & Jacob Fried Some Problems of Transcultural Psychiatry 


EXCELLENT READING for anyone interested in the effect of culture on personality 


THE MACMILLAN COMPANY, 60 Fifth Avenue, New York 11, N. Y. Box AJP-3 


r 

| Please send me a copy of OPLER: CULTURE AND MENTAL HEALTH on approval. 
! I may return it within 10 days without obligation. Otherwise bill me for $8.75 plus delivery 
; charges. (If you enclose payment, we pay for delivery.) [] Payment Enclosed [] Bill Me 

] 


NAME 


STREET. 


CITY, ZONE & STATE 
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depression 


brand of imipramine HCl 


In the treatment of depression i 
Tofranil has lights the road to recovery 


remarkable record of producing in 80 per cent of cases 
remission or improvement in 
approximately 80 per cent of cases.17 


Tofranil is well tolerated in 
usage—is adaptable to either office or 
hospital practice—is administrable 
by either oral or intramuscular routes. 


Tofranil... a potent thymoleptic 
...not a MAO inhibitor. Does act 
effectively in all types of depression 
regardless of severity or chronicity. 


Does not inhibit monoamine oxidase 
in brain or liver; produce CNS 
stimulation; or potentiate other 
drugs such as barbiturates 

and alcohol. 


Detailed Literature Available 
on Request. 


Tofranil® (brand of imipramine HC1), tablets 
of 25 mg., bottles of 100. Ampuls for 
intramuscular administration only, each 
containing 25 mg. in 2 cc. of solution, 

cartons of 10 and 50. 


References: 1. Ayd. F J., Jr.: Bull. School 
Med., Univ. Marylan 44: id 1959. 2. Azima, 
H., and Vispo, R. H.: A.M.A. Arch. Neurol. 
& Psychiat. 81:658, 1959. 3. Lehmann, 4.2. 
Cahn, C. a and de Verteuil, R. L.: Canad. 
Psychiat. A J. 3:155, 1958. 4. a M., 
and MacPherson, A. S.: Canad. A. 
4:38, 1959. 5. Sloane, R. B.; Habib, A., and 
Batt, U. E.: Canad. M.A.J. 80:540, 1959. 

6. Straker, M.: Canad. M. A.J. 80: 546, 1959. 
7. Strauss, H.: New York J. Med. 

59:2906, 1959. 


Geigy, Ardsley, New York Geiny > 
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Here comes help 


Birth of a new Wyeth medicinal is presided over 
chiefly by the scientists who originated it, the 
pharmacologists who attest to its actions and safety, 
and the clinicians who determine its efficacy. 


Others play vital roles. Others like Charles Stanley 
Suttle, one of a number of Wyeth Clinical Associates. 


Suttle draws upon a fine academic background and 
years of experience to aid clinical researchers in the 
Southeastern United States, where he serves as a 
knowledgeable link with the Wyeth medical department. 


The aid that Suttle offers may take many forms. 

Often it’s specialized information and data, which may 
come from Suttle’s own fund of knowledge or from 
Wyeth itself. Among other aids: searching out literature 
references, arranging for special supplies—matching 
placebos, say—and even helping locate 

hard-to-find equipment. 


The Wyeth Clinical Associate is a familiar and welcome 
sight at medical research centers everywhere; like all 
members of the Wyeth team, he signifies service to 
medicine. 


Wyeth Laboratories Philadelphia 1, Pa. 


A Century of Service to Medicine 
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controls 
the acute 
psychotic episode 


elicits continuing 
cooperation 


promotes 
accessibility 


LITERATURE SUPPLIED ON REQUEST 


Sparine 


HYDROCHLORIDE 
Promazine Hydrochloride, Wyeth 
INJECTION TABLETS SYRUP 


References: 1. Frain, M.K.: J. Nerv. & Ment. Dis. 
125:529 (Oct.-Dec.) 1957. 2. Graffeo, A.J.: New 
York State J. Med. 58:2056 (June 15) 1959. 
3. Lesse, S.: Am. J. Psychiat. 113:984 (May) 1957. 


Wyeth Laboratories, Philadelphia 1, Pa. 


A Century of Service to Medicine 
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Lift the depression with Marplan. Therapeutically, 
Marplan is a new, more active amine oxidase regulator. 
Clinically, it is safer. Medically, it represents a major 
breakthrough in the chemotherapy of depression. 
Marplan has been evaluated by some 300 investigators 
who reported its use in more than 4000 patients. Re- 
sults have been impressive —frequently dramatic, and 
side effects have been markedly fewer and less severe. 
Indications range from moderate to severe psychiatric 
disorders with associated symptoms of depression, with- 
drawal or regression. Marplan is also valuable as an 
adjunct in psychotherapy to facilitate the patient's re- 
sponsiveness. Complete literature giving dosage, side 
effects and precautions is available upon request and 
should be consulted before prescribing. 


Supplied: 10-mg tablets in bottles of 100 and 1000. 


Bibliography: 1. H. F. Darling, W. Kruse, G. F. Hess and M. G. Hoermann, 
Dis. Nerv. System, 20:269, 1959. 2. W. B. Abrams, A. Bernstein, V. D. 
Mattia, Jr., R. J. Floody and L. O. Randall, Scientific Exhibit, American 
Medical Association Meeting, Atlantic City, N. J., June 8-12, 1959. 3. Re- 
ports on file in the Department of Pharmacology, Roche Laboratories. 
4. Clinical reports on file, Roche Laboratories. 5. L. O. Randall and R. E. 
Bagdon, Dis. Nerv. System, 19:539, 1958. 6. W. Hollander and R. W. 
Wilkinson, in J. H. Moyer, Ed., Hypertension, Philadelphia, W. B. Saun- 
ders Co., 1959, p. 399. 7. R. W. Oblath, paper read at American Therapeu- 
tic Society, 60th Annual Meeting, Atlantic City, N. J., June 6, 1959. 
8. I. Kimbell, paper read at Cooperative Chemotherapy Studies in Psy- 
chiatry, 4th Annual Research Conference, Memphis, Tenn., May 20-22, 
1959. 9. L. Alexander and S. R. Lipsett, Dis. Nerv. System, 20( Suppl. ) :26, 
1959. 10. A. L. Scherbel and J. W. Harrison, Ann. New York Acad. Sc., 
80:(3), 820, Sept. 17, 1959. 11. S. L. Cole, paper read at American Thera- 
peutic Society, 60th Annual Meeting, Atlantic City, N. J., June 6, 1959. 
12. L. O. Randall and R. E. Bagdon, Second Marsilid Symposium, Chicago, 
Ill., May 8, 1958. 13. O. Resnick, Ann. New York Acad. Sc., 80:(3), 726, 
Sept. 17, 1959. 14. G. Zbinden and A. Studer, ibid., p. 873. 15. T. R. Robie, 
Dis. Nerv. System, 20:182, 1959. 


MARPLAN hydrazine ROCHE® 
nocur 
LABORATORIES 
Division of 
Hoffmann-La Roche Inc. 
Nutley 10,N. J. 


achieves a happy @ balance of potency/safety 
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FOR FLEXIBLE 
INSTRUMENTATION 
INCORTICOGRAPHY 


e Completely universal and extendable 
arms and electrodes 


_., Write for e Up to 20 electrodes 
descriptive literature 


and prices on: @ Easily removable individual 
ELECTROMYOGRAPHS electrode assemblies 
ELECTROENCEPHALOGRAPHS 
STRAIN GAGE AMPLIFIERS e Fully autoclavable 


Spring mounted spherical 


SHOCK THERAPY EQUIPMENT silver electrodes 


-MEDCRAFT ELECTRONIC corp. 


designers and manufacturers of didgnostic 
and therapeutic equipment for the medical 


426 GREAT EAST NECK ROAD, BABYLON, 'N. v. 
TEL. MOHAWK ADDRESS MAIL TO Dx 1006, BABYLON, N.Y. 
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LOUDEN HALL 
PRIVATE PSYCHIATRIC SANITARIUM 


e Visiting psychiatrists may admit and treat their own patients on a daily or 
monthly basis. 


e All facilities of adjacent Brunswick General Hospital, with which Louden 
Hall is now associated, are available for patient’s care. 


e Electro-Encephalography In-or-Out Patients 


Resident psychiatrists and specially trained personnel are on the 
staff, as formerly, for the care and treatment of the mentally ill. 


Psychiatrist in Charge: 

DESMOND G. BOYLE 

Diplomate of the American Board 
of Psychiatry and Neurology 


_. THE BRUNSWICK HOSPITAL CENTER, INC. 
366 BROADWAY, AMITYVILLE, L. 1., N. Y. 


Tel.: AMityville 4-0053 Tel.: MUrray Hill 3-7012 


for the breath 
of life in 


electroshock therapy 

... the AMBU* 
resuscitation and 
suction kit 


@ Hand operated Resuscitator for safe, 
efficient ventilation—with room air or 
oxygen 


¢ Foot operated suction pump for safe 
aspiration of the airway 


© No electricity required 


Write for descriptive folder to 
Air-Shields, Inc., Hatboro, Pa. 


/ AiR SHIELDS, IvC 


Hatboro, Pa. 
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A MODERN HOSPITAL FOR INTENSIVE PSYCHIATRIC TREATMENT 
Owned and Operated by The Anclote Manor Foundation—A Non-Profit Organization 
SAMUEL G. HIBBS, M.D. — PRESIDENT 
Dynamically Oriented For: Individual Psychotherapy, Group Psycho- 
therapy, Therapeutic Community, All Somatic Therapies * Large Staff 
Trained for Team Approach * Supervised Recreational Program 

Medical Director Consultants in Psychiatry 
Lorant Forizs, M.D. Samuel G. Hibbs, M.D. Arturo Gonzalez, M.D. 
Clinical Director Samuel Warson, M.D. Roger E. Phillips, M.D. 
Walter H. Wellborn, Jr., M.D. Zack Russ, M.D. Melvin Gardner, M.D. 
Director of Training Walter Bailey, M.D. Martha McDonald, M.D. 
Peter J. Spoto, M.D. Robert Steele, M.D. 


TARPON SPRINGS, FLORIDA - VICTOR 2-1811 


Approved by American Psychiatric Assn., Accredited by Joint C ission on Accreditation of Hospitals 
Member National Assn. of Private Psychiatric Hospitals, American Hospital Assn., Florida Hospital Assn. 


Founded in 1904 


HIGHLAND HOspPITAL, Inc. 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures—insulin, electroshock, psychotherapy, occupational 
and recreational therapy—for nervous and mental disorders. 

The Hospital is located in a 75-acre park, amid the scenic beauties of the 

Smoky Mountain Range of Western North Carolina, affording excep- 

tional opportuni for and nervous rehabilitation. 
The OUT-PATIENT CLINIC offers diagnostic services and thera- 
peutic treatment for selected cases desiring non-resident care. 


R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 
Medical Director Associate Medical Director 
HN D. PATTON, M.D. 
Clinical Director 
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BOOK PUBLICATION 


The American Press invites your atten- 
tion to our select list of scholarly and 
serious books. We specialize in the pub- 
lication of text and reference books, re- 
gional studies, doctoral and specialized 
dissertations, and research projects in 
all fields that require careful and intelli- 
gent promotion programs. All aspects of 
book publication are handled by men of 
sales vision and keen editorial insight, 
discretion, and respect for learning to 
warrant the trust that you must inevita- 
bly place in a publisher. 


We invite you to submit your manu- 
script for editorial consideration. You 
will be subjected to no high pressure 
sales devices. If we can include your 
work in our list, a contract will be made 
available for your study. 


THE AMERICAN PRESS 


Attn: Mr. Joslyn 
489 Fifth Ave., N. Y., N. Y. 


THE BROWN 
SCHOOLS 
FOR EXCEPTIONAL CHILDREN 


The Brown Schools, in operation since 1940, has 
facilities for the private residential treatment of 
emotionally disturbed children and for the educa- 
tion of retarded children of all ages. 

Specialists on our staff in psychiatry, psychology, 
medicine, social work, speech pathology and spe- 
cial education assure a well-rounded approach to 
the problem of the exceptional child. 

Seven different suburban and ranch units make 
possible the placement of each child in a group 
best suited to his interests, age, ability, develop- 
ment and social adjustment. 

We have recently prepared a comprehensive view 
book for your use in learning more about our 
schools and the services we offer. We invite you 
to write for a copy and also for any particular 
information you desire. 


Please write: 
Mrs. Nova Lee Dearing, Registrar 
P. O. Box 4008 D 
Austin, Texas 


1220 DEWEY AVENUE 


WAUWATOSA 13, WISCONSIN 


A DYNAMICALLY ORIENTED HOSPITAL FOR THE 
TREATMENT OF MENTAL AND EMOTIONAL ILLNESSES 
For information write to Department of Admissions 
Te/. No.: Bluemound 8-2600 


ESTABLISHED 1884...BOOKLET ON REQUEST 
Fully Accredited 
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FOR THE MENTALLY RETARDED CHILD 


SIX COMPREHENSIVE PROGRAMS: ~ - 


e Observation and Diagnosis e Custodial Care 

e Education and Training e Summer Program 

e Residential Supervision e Psychiatric Treatment Center 
The Training School at Vineland provides care and treatment for boys and 
girls 2 years or older with mental potential of 6 years. Complete profes- 
sional staff. Electroencephalographic and neurological exams, individual 
psychiatric, psychological, physiological, and speech observations and 
therapies. 


The educational program aims at maximum development of each child. 
Training includes self-care; group living; formal classroom education; devel- 
opment of practical habits, attitudes and work skills. 


Children live in homelike cottages on 1600-acre estate. Hospital, school, 
chapel, lake, swimming pools, working farm. 


Research Laboratory famed for continuous study of causes, prevention 
and treatment of mental retardation. Established 1888. 


For information write: Registrar, Box N. 


THE TRAINING SCHOOL AT VINELAND, NEW JERSEY 


A private, non-profit residential center for the care and treatment of the 
mentally retarded. 


HALL-BROOKE HOSPITAL | 


An Active Treatment Hospital, located one hour from New York 


Accredited by:The Central Inspection Board of the American Psychiatric Association 
The Joint Commission on Accreditation of Hospitals 


HALL-BROOKE, GREENS FARMS, BOX 31, CONN. 
Telephone: WESTPORT CAPITAL 7-1251 
George S. Hughes, M.D. Robert Isenman, M.D. 
Leo H. Berman, M.D. John D. Marshall, Jr., M.D. 
Albert M. Moss, M.D. Edward M. Keelan, M.D. 
Louis J. Micheels, M.D. Peter P. Barbara, Ph.D. 


THE BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 
In the Foothills of the Poconos 


Intensive, highly individualized personal training for a small 
group of girls over five years of age. Carefully chosen staff. 
Special modern teaching techniques and program of therapeutic 
education. Varied handicrafts, cooking, nature study and field 
trips. Outdoor games, picnics and other activities. Comfortable, 
homelike atmosphere. Close cooperation with family physician. 
70 miles from New York City. 


Directors Frances M. King, formerly Director of the Seguin School References 
Catherine Allen Brett, M.A. Telephone Dingmans Ferry 8138 
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SANITARIUMS and PRIVATE HOSPITALS 


BALDPATE, INC. 
Geo. Fleetwood 2-2131 
Located in the hills of Essex County, 30 miles north of Boston 
For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 


Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy under 
direction of trained occupational and recreational therapists. 


Harry C. SOLOMON, M.D. GeEorGE M. ScHLOMER, M.D. 
Consulting Psychiatrist Medical Director 


THE EMORY JOHN BRADY HOSPITAL 
401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 


MElrose 4-8828 * 


For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 


E. James Brapy, M. D., Medical Director 
C. F. Rice, Superintendent 


Francis A. O'DONNELL, M. D. RICHARD L. Conpe, M. D. 
Rosert W. Davis, M. D. H. C. Hosss, Ph. D. Clinical Psychology 


BRIGHAM HALL HOSPITAL 
CANANDAIGUA, NEW YORK 


Individual psychotherapy, occupational and recreational programs, shock 
therapy, selected cases of alcoholism and addiction accepted. 


Special consideration for Geriatric cases. 
HOWARD W. BERG, M.D., Medical Director 


CEDARCROFT SANITARIUM & HOSPITAL, INC. 
12,101 COLUMBIA PIKE, SILVER SPRING, MD. 
MAfair 2-1200 


Nine miles from Washington, D. C. — In rural Maryland 


Dedicated to the Care of neuropsychiatric disorders requiring special supervision and guidance. 
Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 


H. E. Andren, M. D. Member of N. A. P. P. H. 
Medical Director Accredited by Joint Commission on Accreditati 
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COMPTON SANITARIUM 


820 WEST COMPTON BOULEVARD COMPTON, CALIFORNIA 
NE 6-1185 — NE 1-1148 


Member of American Hospital Association and National Association of 
Private Psychiatric Hospitals 


High Standards of Psychiatric Treatment Serving the Los Angeles Area 
Fully Approved by Central Inspection Board of APA 
Accredited by Joint Commission on Accreditation of Hospitals 


G. Creswe_t Burns, M.D. Heven Ristow Burns, M.D. 
Medical Director Assistant Medical Director 


FAIR OAKS 


Incorporoted 


SUMMIT, NEW JERSEY 


A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY 


20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 


OsCAR ROZETT, M. D. THOMAS P. PROUT, JR. 
Medical Director Administrator 


Established FALKIRK HOSPITAL 


CENTRAL VALLEY, N. Y. 
TELEPHONE: HIGHLAND MILLS, NEW YORK, WABASH 8-2256 
Devoted to the individual care and treatment of psychiatric disorders. An active therapy program 
and diversified buildings permits classification of patients. 


Located 2 miles north of Harriman Exit (No. 16) N. Y. State Thruway 
50 miles from New York City 


Member N.A.P.P.H. 


Fully approved by Central Inspection Board of APA 
Accredited by Joint Commission on Accreditation of Hospitals 


T. W. NEUMANN, JR., M. D. CORNELIA B. WILBUR 
Director Clinical Director 


THE HAVEN SANITARIUM INC. 
ROCHESTER, MICHIGAN 


M. O. Wotre, M.D. RALPH S. GREEN, M.D. GRAHAM SHINNICK 
Director of Psychotherapy Clinical Director Manager 


A psychoanalytically oriented hospital for the 
treatment of mental and emotional illnesses. 


Telephone: OLive 1-9441 
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Phone: WINDSOR HOSPITAL 
CHestnut 7-7346 


A Non Profit Corporation 


CHAGRIN FALLS, OHIO 


A hospital for the treatment of Psychiatric Disorders. Booklet available on request. 


JOHN H. NICHOLS, M. D. G. PAULINE WELLS, R. N. HERBERT A. SIHLER, JR. 
Medical Director Administrative Director Secretary 


1898 


MEMBER: American Hospital Association - Central Neuropsychiatric Hospital 
Association - National Association of Private Psychiatric Hospitals 


Accredited: by the Joint Commission on Accreditation of Hospitals 


CHESTNUT LODGE 


DEXTER M. BULLARD, M_D., Medical Director 
MARVIN L. ADLAND, M_.D., Clinical Director 
OTTO A. WILL, JR., M.D., Director of Psychotherapy 
DONALD L. BURNHAM, M.D., Director of Research 


CLINICAL ADMINISTRATORS 
MARTIN COOPERMAN, M.D. 
JOHN L. CAMERON, M.D. ROBERT W. GIBSON, M.D. 
JOHN P. FORT, JR., M.D. MICHAEL A. WOODBURY, M_D. 
ASSOCIATES 


CHARLES A. BAKER, M.D. CLARENCE G. SCHULZ, M.D. 
CLAY F. BARRITT, M.D. HAROLD F. SEARLES, M.D. 
MILTON G. HENDLICH, M.D. JOSEPH H. SMITH, M.D 

JOHN S. KAFKA, M.D. BARBARA S. SOKOLOFF, M.D. 
BERL D. MENDEL, M.D. WILHELM P. STIERLIN, M.D. 
CESAR MEZA, M.D. YVONNE VAN der REYDEN, M.D. 
PING-NIE PAO, M.D. NAOMI K. WENNER, M.D. 


CLINICAL PSYCHOLOGIST 
MARION I. HANDLON, Ph.D. 


INTERNISTS 
CORINNE COOPER, M.D. GEORGE SHARPE, M.D. 


ROCKVILLE MARYLAND 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 AVENUE OF THE AMERICAS, ROOM 1817 
New YorkK 20, New 


Enclosed herewith is $ for one year's subscription to the AMERICAN JOURNAL 
OF PSYCHIATRY beginning with Volume 


ADDRESS 
SIGNATURE 


Subscription $12.00 a year or by the Volume. Foreign Postage $1.00 extra. Canada and South 
America Postage $.50 extra. New Volume began July 1959 issue. 
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90% of anxious, agitated and apathetic 
office patients calmed without drowsiness 


and with normal drive restored... 
on one or two 0.25 mg. tablets b.i.d.: 


This is the pattern of performance for 


PERMITIL 


Fluphenazine dihydrochloride 


@ In 608 patients with anxiety and 
anxiety-induced fatigue or depression, 
PERMITIL, administered in small daily 
doses of 0.5 mg. to 1 mg., produced 
significant improvement in 90%.* 

@ Permitit is virtually free from side 
effects at recommended dosage levels. 


@ Patients become calm without being 
drowsy and normal drive is restored. 
@ Onset of action is rapid; effect is pro- 
longed. @ PrRmitiL does not poten- 
tiate barbiturates or non-barbiturate 
sedatives and can be used with impunity 
with such agents. 


How to Prescribe PERMITIL: The lowest dose of Peritit that will produce 
the desired clinical effect should be used. The recommended dose for most adults 
is one 0.25 mg. tablet twice a day (taken morning and afternoon). Increase to two 
0.25 mg. tablets twice a day if required. Total daily dosage in excess of 1 mg. should 
be employed only in patients with relatively severe symptoms which are uncon- 
trolled at lower dosage. In such patients, the total daily dose may be increased to a 
maximum of 2 mg., given in divided amounts. Complete information concerning 
the use of PERMITIL is available on request. 


Supplied: Tablets, 0.25 mg., bottles of 50 and 500. 


*Recent compilation of case reports received by the Medical Department, White Laboratories, Inc, 


WHITE LABORATORIES, INC., Kenilworth, New Jersey 
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MARKED IMPROVEMENT 
 t@@GMPLETE CONTROL 


wide margin of safety — 


CLINICAL EVALUATION OF 486 
EPILEPTIC PATIENTS* SHOWED THAT: 


In patients who had received no previous 
anticonvulsant medication, 
“Mysoline” therapy alone provided marked 
improvement to complete control of major motor 
attacks in the majority of patients. 


In patients only partially controlled with maximum 
dosages of other anticonvulsants, 
the addition of “Mysoline” therapy was followed by 
marked improvement to complete control of grand 
mal attacks in 39% of the patients. 


In patients refractory to maximum dosages 
of other anticonvulsants, 
“Mysoline” employed alone provided marked 
improvement to complete control of major motor 
attacks in 34% of the patients. 


In 39 patients with mixed seizures, 
“‘Mysoline” provided improvement to marked control 
in 49% of the patients. 


The dramatic results obtained with ‘‘Mysoline” advocate 
its use as first choice of effective and safe therapy 

in the control of grand mal and psychomotor attacks. 
Supplied: 0.25 Gm. scored tablets, bottles of 100 and 1,000. 
Literature on request. 


*Livingston, S., and Petersen, D.: New England J. Med. 254:327 
(Feb. 16) 1956. 


AYERST LABORATORIES 


New York 16, N. Y. Montreal, Canada 


‘Mysoline’’ is available in the United States by arrangement with Imperial Chemical Industries, Ltd 
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INTEGRATED SERVICES 


THE SLOW-LEARNER or the child with emotional diffi- 
culties needs the resources of an organization that has many 
different approaches to the problems involved. Through the 
Devereux multidisciplined approach, the psychiatrist, the phy- 
sician, the psychologist, the educator, and the rehabilitation 
specialist pool experiences to give each boy and girl the en- 
vironment and training best designed to meet his individual 
needs. Students are assigned to one of twenty-two semi-au- 
tonomous residential schools in Pennsylvania and similar 
groups in California and Texas. 


CLINICAL STAFF 


J. Clifford Scott, M.D. Lance Wright, M.D. 
Edwin H. Abrahamsen, M.D. F. Ellsworth Henry, S.T.D. 
Aurelio Buonanno, M.D. Milton Brutten, Ph.D. 
Charles M. Campbell, Jr., M.D. William J. Cohen, Ph.D. 
Fred J. Culeman, M.D. Dorothy E. Conrad, Ph.D. 
Ruth E. Duffy, M.D. Sidney L. Copel, Ed.D. 
William F. Haines, M.D. Michael B. Dunn, Ph.D. 
Robert L. Hunt, M.D. Shirley M. Jahnson, Ph.D. 
Richard H. Lambert, M.D. John R. Kleiser, Ph.D. 
Leonardo Magran, M.D. Murray Levine, Ph.D. 
Joseph J. Peters, M.D. Henry Platt, Ph.D. 

Alvis J. Scull, M.D. Edgar A. Smith, Ed.D. 
Jacob S. Sherson, M.D. George Spivack, Ph.D. 
Albert S. Terzian, M.D. Herbert A. Sprigle, Ph.D. 
Walter M. Uhler, M.D. Anne Howe, M.S. 

Tirso L. Vinueza, M.D. Kenneth E. Evans, B.S. 


Psychoanalytic Consultants 
G. Henry Katz, M.D. Herbert H. Herskovitz, M.D. 


SCHOOLS 


THE DEVEREUX FOUNDATION COMMUNITIES 
A nonprofit organization Founded 1912 CAMPS 


Devon, Pennsylvania TRAINING 
Santa Barbara, California Victoria, Texas RESEARCH 


HELENA T. DEVEREUX Professional inquiries for Eastern Schools should 

Administrative Consultant be directed to Charles J. Fowler, Registrar, 

EDWARD L. FRENCH, Ph.D. ei ay Schools, Devon, Pa.; for Pacific Coast 

ee chools, to Keith A. Seaton, Registrar, Dever- 

eux Schools in California, Santa Barbara, Calif. ; 

WILLIAM B. LOEB Southwestern residents address Devereux Schools 
Treasurer in Texas, Box 336, Victoria, Tex. 
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